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Introduction 
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INTRODUCTION 
Health is recognized as critical human capital component, 
which has significant contribution in the development of a 
nation. Only healthy and educated population can contribute to 
productivity and economic growth. Health is both an end of 
development and a means to it. It is the primary responsibility of 
any nation to provide health care to its people. In India there 
have been an impressive growth of health infrastructure after 
independence, but the health care system continues to remain 
weak, deficient and inequitable India is among those countries 
which spend least on health i.e. only 0.9 percent of Gross 
Domestic Product (GDP) of the country. 
There is widespread malnutrition and prevalence of ill 
health in the country. In this situation the proper health care 
facilities become very necessary in the country. Where about 
three-fourths of the population lives in rural areas and more 
than one fourth continues to live below poverty line and where 
there is predominance of socially and economically vulnerable 
groups. 
India has built up a vast health infrastructure and 
manpower at primary, secondary and tertiary care in 
Government, voluntary and private sectors. Technological 
advancement and improvement in access to health care has 
Chapter-1 
CONCEPT OF HEALTH 
Health is often equated with 'absence of disease'. But we 
know that many unhealthy persons do not exhibit symptoms of 
disease. A person may be unhealthy because he does not get 
enough food to eat or because the food is not nutritive enough to 
keep his body in optimal working condition. He looks weak and 
tired and can not work hard. Sooner or later he may become a 
victim of one or several diseases. But to begin with, he is just 
unhappy. His problem is nutritional deficiency and loss of 
immunity. 
Some People who overeat and therefore suffer from 
constipation and obesity. They are prone to many diseases of 
modern civilization. There are also some people's with sound 
physique and mental calibre, but prone to violence and crimes 
against themselves and the humanity at large. The root cause of 
mental disability of the people may be due to certain hereditary 
traits, drug abuse, economic and social pressures, or bad 
education and company such people also fall in the category of 
sick, even if they do not suffer from conventionally known 
diseases. 
resulted in substantial improvement in health indices of 
population, and decline in mortality. However the extent of 
access to and utilization of health care varies substantially 
between states, districts and different segments of society. 
Health is of utmost importance and it becomes a priority 
that has to be given full attention and focus by every individual 
and society. The famous saying "Health is wealth" stands true to 
the fact that the level of development achieved by a society is 
often determined on the basis of the level of health and the 
system of health prevalent in the society. According to the "Right 
to health in the universal declaration of human rights" everyone 
has the right to a standard of living adequate for the well being 
of himself and his family. 
The chief objectives of the present attempts are 
• to identify the problems of health and health facilities in 
the districts of Western Uttar Pradesh. 
• to analyse the various types of health care facilities and 
• to explain the spatial pattern of health care facilities in the 
study area. 
The present dissertation on "Regional patterns of problems 
of health and health facilities in Western Uttar Pradesh" is 
studied under five chapters. The first chapter deals with concept 
of health, health problems and health facilities. The second 
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chapter discuses the determinants of health and diseases. The 
third chapter is devoted to data sources and methodology. The 
fourth chapter gives a detailed account of the review of available 
literature and the fifth chapter i.e. the last chapter highlighting 
the general background study area health problems and the 
health facilities. 
Ill 
ii^  m 
C|iapter-i 
Health Problems and 
Health Facilities 
(A conceptual Framework) 
m 
The world health organization (WHO) has defined health 
rather broadly ever since its establishment in 1946. "Health is a 
state of complete 'Physical, mental and social well being and not 
merely the absence of disease or infirmity." Later it was amplified 
to include "socially and economically productive life." This 
definition has been adopted by all member states of the WHO for 
health policy, planning and programming. It has, however, been 
criticized on a number of counts. Some consider it too narrow as 
it excludes spiritual dimensions of life. Still others claim that 
health is not a state; it is process of continuous adjustment to 
changing demands of life for our existence (Misra, 2007, p.2). 
It is a recognized fact that good health is a prerequisite to 
human productivity and the development process. It is essential 
to economic and technological development. A healthy 
community is the infrastructure upon which to build an 
economically viable society. Health is man's greatest possession 
for it lays a solid foundation for his happiness. Charaka the 
renowned Ayurvedic physician said "health is vital for ethical, 
artistic, material and spiritual development of man. 
Buddha has said that of all the gains, the gains of health 
are the highest and best. Health is not only basic to leading a 
happy life for an individual but it is also necessary for all 
productive activities in the society. Any industry can not expect 
the optimum output if it does not employ healthy workers or 
does not provide adequate facilities for proper maintenance of 
their health undoubtedly professional efficiency good health and 
development are interrelated. 
Further it can be concluded that a disease-stricken society 
afflicted with diseases can hardly hope to extride itself from the 
clutches of poverty and ignorance that keep it backward and 
underdeveloped in many areas of life. Thus there can be no two 
opinions that health is basic to national progress. To quote 
Herophilas,C., 300 B.C "when health is absent wisdom can not 
reveal itself art can not manifest strength can not fight wealth 
became useless and intelligence can not be applied." As such 
good health must be primary objective of national development 
programmes it is a precursor to improving the quality of 
life(Goel,2003,p2-3). 
Health and Disease 
The word heedth signifies soundness of body and mind but 
it is quite difficult to determine its relationship with 'disease'. 
Health and disease are intimately related, if disease does not 
exist it would be irrelevant to talk of health. The two states are 
contrasted in our minds, as it was the two sides of a coin-so that 
when one is present the other is absent. 
If anyone would say that only those are healthy who all the 
parts function perfectly is, and those who function less perfectly 
are not healthy, he is over simplifying the definition of health. It 
is clear that real measure of hesilth is not the Utopian absence of 
a disease but the ability to function effectively within a given 
environment. And since the environment keeps chamging, good 
health is a process of continuous adjustment to the myriad 
microbes, irritants, and problems which daily challenge man. 
Man is social animal; he cannot live alone so there must be 
harmony with the social environment. The preservation of health 
in the group has been defined by WHO as, "The science and art 
of preventing disease, prolonging life and promoting health and 
efficiency through organized community efforts for the sanitation 
of the environment, the control of communicable infections the 
education of the individual in personal hygiene, the organization 
of medical and nursing services for the early diagnosis and 
preventive treatment of disease and the development of social 
machinery to ensure for every individual a standard of living 
adequate for the maintenance of health, so organizing these 
benefits as to enable every citizen to realize his birth-right of 
health and longevity" (Kumar, 1987,p.4-5). 
Health is being interpreted differently from different 
perspectives. The biomedical approach which dominated the 
medical thought till the end of nineteenth century, based on 
"germ theory of disease", views health as an "absence of disease". 
This approach almost ignores the role of environmental 
Psychological and other socio cultural factors in defining health: 
The Ecological approach, views health as a dynamic equilibrium 
between man and his environment for them disease is 
maladjustment of the human organism to the environment. The 
psychological approach states that health is not only related to 
body but also to mind and especially to the attitude of the 
individual. The socio cultural approach considers health as a 
product of the social and community structure. 
Health is main natural condition of human beings. Health 
is the result of living in accordance with natural laws pertaining 
to the body, mind and environment, these laws relate to fresh 
air, sunlight diet, exercise, rest and relaxation, sleep, 
cleanliness, right attitude of mind, and above all life style. The 
world health organization (WHO) definition of health states that 
the health is a state of complete physical, mental and social well 
being and not merely an absence of disease or infirmity. Health 
is multi dimensional; three important dimensions of health are 
reflected in the WHO definition which are Physical, mental and 
social (Park; 2005, p. 13) 
Physical Dimension: The state of physical health implies that 
"Perfect functioning of the body. It assumes of a state in which 
every organ is in perfect harmony with the rest of body. The 
signs of physical health in an individual are - a good complexion, 
a clean skin, bright eyes, lustrous hair with a body well clothed 
with firm flash, not to fat a sweet breath, a good appetite, sound 
sleep, easy and coordinated movements. 
Mental Dimension: Good mental health is the ability to respond 
to the many varied experiences of life with flexibility and a sense 
of purpose. The signs of mentally wealthy person are that he is 
free from internal conflicts, he is well adjusted and has a good 
self control, and neither overcome by emotions, nor dominated 
by fear anger, jealousy, guilt or worries, faces problems and 
solves them intelligently. 
Social Dimension: The social dimension of health includes the 
levels of social skills one possesses, social functioning and the 
ability to see oneself as a member of a large society. 
The basic concept of holistic health implies that a human 
being should be an integrated whole health professionals always 
tried to define their definition of health to describe a state of total 
well being. The constant interaction between all elements of the 
body makes it impossible to separate mental health from 
physical health social well being from spiritual well being or any 
one of these elements from the others each contributes to the 
status of the others. According to this total concept a healthy 
person is one who successfully experiences growth and 
development in all of these elements more or less at the same 
time. 
RESOPONSIBILITY FOR HEALTH 
The health status of an individual, a community or a 
nation is determined by the interplay between the environment 
of the man himself and the external environment, which 
surrounds him. Thus health is on one hand a highly personal 
responsibility and on the other hand, a major public concern. 
Finally it involves the joint efforts of the whole social fabric viz, 
the individual, the community and the state to protect and 
promote health (Akram, 2007). According to first five year plan. 
Health is a positive state of well being in which harmonious 
developments of mental and physical capacities of individuals 
lead to the enjoyment of individual to his total environment-
physicEil and social(Goel,2003;p.l). 
HEALTH PROBLEMS AND HEALTH FACILITIES 
Health policy is aimed against the 'three d's,' death, disease 
and disability. Thus the reduction of high levels of mortality 
(death), morbidity (disease) and disability (the residual effects of 
disease) is the main purpose of health policy. The WHO has 
recommended that four mortality indices be used to measure the 
level of health of a country: the crude death rate, infant mortality 
rate, life expectation at birth and proportionate mortality over 50 
years of age (WHO, 1978 C). The crude death rate measures 
mortality across a population as a whole, the infant mortality 
rate indicates 'untimely' deaths. A health, nutrition and 
sanitation condition plays a significant role in the magnitude of 
deaths among infants and young children. The availability and 
utilization of child health services affects significantly. The infant 
mortality rate can be broken down into neonatal death rates 
which serve as indicators of the quality of prenatal-intranatal 
caire and nutrition-environmental health, respectively. High 
infant and young child mortality considerably reduces both life 
expectation at birth and the proportionate mortality over 50 
years of age. 
Mortality rates is used most frequently as indicators of 
health because it is easy to obtain than other measures such as 
morbidity or malnutrition rates (Chatterjee, 1988; p.29-31). 
Despite the establishment of a large public network of 
health provides public spending on health is very low, stagnant 
at around 1 percent of gross domestic product (GDP). Such 
spending puts India among the bottom 20 percent of countries. 
It is lower than what most low income countries spend, 
and it is far below what is needed to provide basic health care to 
the population. The large variance in health financing among 
India states is increasing the gap in public resources for health 
between rich and poor states. The states of karala, Punjab and 
Tamil Nadu, for example, have double the per capita public health 
spending of Bihar and Madhya Pradesh. 
In states Kerala, Tamil Nadu and Maharashtra the 
distribution of public spending on health is nearly uniform 
across income groups. Statistically, it is noticed that states with 
better equality in their public spending have better health status 
outcomes. 
Private health spending accounts for more than 80 percent 
of all health spending. It is one of the highest proportions of 
private spending found any where in the world. Nearly all the 
private spending in India are out-of-pocket at the point of service 
use, an inefficient way to finance health care that leaves people 
highly vulnerable. 
In most developing countries poorer households avail less 
curative health care from the private sector than richer 
households because of inability to pay, the poor are much less 
likely to be hospitalized. Where as in India, people above the 
poverty line have more than double the hospitalization rates. 
Hospitalization frequently results in financial catastrophe. 
Only 10 percent of Indians have some form of insurance, and 
most of the forms are inadequate. Hospitalized Indians spent 58 
percent of their total annual expenditures on health care. More 
than 40 percent of hospitalized people borrow money or sell 
assets to cover expenses. One conservative estimate finds that 
one-fourth of hospitalized Indians were not poor when they 
entered the hospital but became so because of hospital 
expenses, 
Even in case of public hospitals, which are intended to 
protect the poor from financial risks. The poor are vulnerable to 
health costs. In some states like Uttar Pradesh, West Bengal, 
Madhya Pradesh, Rajasthan, Haryana, and Bihar, the poor are 
more likely to borrow money when hospitalized in the public 
sector than in the private sector. 
The private sector accounts for the majority of curative 
care services in India, whereas the considerable variation exists 
across services and states. Overall, the distribution of services in 
the private sector is even more skewed towards the rich than it is 
in the public sector. 
Majority of the health services offered by the poor belongs 
to the private sector with one exception-the private sector 
provides 79 percent of out patient care for those below the 
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poverty line, much of which is of low quality and provided by 
untrained practitioners. 
Alternative private practioners form an important group of 
providers consisting of two groups: one, those who attempt to 
practice western, allopathic medicine without training in the 
discipline; and the other, those who practice Indian systems of 
medicine. The alternative private practitioners constitute larger 
segment of the private health care market than qualified 
allopathic doctors. Regardless of type of provider, quality 
assurance is a problem, with most care reflecting poor clinical 
practices and standards and inadequate staffing (David et.all, 
2002, p.3-6). 
The overall health care scenario in India is an admixture of 
light and shade, of some achievements as well as failures. Life 
expectancy (the most important indicator for population health 
and development) has increased (Judge, 1995) infant mortality 
and fertility rates have decreased and there is a progress towards 
elimination of Polio, leprosy, iodine deficiency disorder, etc. 
(Tondon, 1997), but on the whole morbidity rate is increasing 
due to communicable diseases and malnutrition (Bose, 1994; 
Sehgal, 1999). The maternal mortality is still very high due to 
high frequency of pregnancies combined with low nutritional 
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level and limited access to health infrastructure (Govt, of India, 
1995) 
Communicable diseases continue to be a major cause of 
morbidity and mortality. Inspite of bacterial, viral and parasitic 
infections, diseases like kalazar, dengue, etc. remerged. Thus, 
burden of infectious diseases continues to be very high. Poor 
sanitation, contaminated water supply and lack of proper 
facilities for solid and liquid waste management both in urban 
and rural areas are responsible for periodic outbreaks of 
infectious diseases. 
Changes in life styles, longevity and dietary habits have 
resulted in earlier onset of diabetes, hypertension, obesity and 
cardiovascular diseases over the last few decades. The control of 
these non-communicable diseases is one of the biggest 
challenges faced by health sector. State wise and rural -urban 
disparities is of great concern in the health status outcomes 
(Dhanlaxmi, 2005; p.1-4). 
Indian health care system consists of public health sector 
also private sector and an informal network of providers of 
healthcare operating in irregular manner of lower quality, with 
no controls on what services can be provided by whom, and at 
what cost, and no standardized protocols to help measure the 
quality of care. In spite of all these formal and informal groups of 
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health care, there is a wide disparity in access to particularly 
vulnerable section of society, further worsened by the poor 
functioning of the public health system (Sagar 85 Kishor, 2007; 
p.22). 
Rural population in India constitutes more than 70% of its 
total population and has direct impact on health indicators. 
However the best health services and infrastructure are located 
in urban areas. This inequality exists from several decades back 
and gap is widening continuously. Rural health care in most 
states is marked by absenteeism of doctors/ health providers, 
low level of skills, shortage of medicines, inadequate supervision 
and harsh behaviour attitudes. There are neither rewards for 
service providers nor punishments for defaulters. As a result, 
health outcomes in India are low compared to neighboring 
countries(Sagar & Kishor, 2007; p.23).. 
India has more persons suffering from endemic or chronic 
hunger than any other country whether measured by calorie 
intake or anthropometric indicators of malnutrition, than any 
other country. Data obtained from the National sample surveys 
show declining trend in CEilorie intake. In rural areas of India 
the average caloric intake per capita per day fell from 2,266 Kcal 
in 1972-73 to 2183 in 1993-94 and further to 2,149 in 1999-
2000. One third of the world's malnourished children are in 
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India. The rate of decline in the absolute number of 
malnourished persons has been very slow, and slower than the 
rate agreed upon at the world food summit in Rome. The 
Eleventh plan must have an explicit and concrete goal of "a 
hunger-free India" or "food and nutrition security for all". And 
finally the eleventh plan must ensure that clean drinking water, 
toilets, drainage facilities, basic health services, etc., are 
available to all persons at a low cost (Swaminaththan,2007;pl5-
16). 
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C!)apter-ll 
Determinants of Health 
and Disease 
m 
Chapter II 
DETERMINANTS OF HEALTH AND DISEASES 
The factors which have been found to have the most 
significant influence on health are widely known as the 
determinants of health. While health services and social services 
make a contribution to health, most of the determinants of 
health lie outside the direct influence of health and social care, 
for example, education, employment, housing and environment. 
Many factors determine Health and how much a person is 
susceptible to disease. Thus is very much difficult to classify 
these determinants, because the categories of these 
determinants mostly overlap or they are not discrete. We will 
discuss five categories of factors and each has strong implication 
for our health. They are heredity, natural environment, socio-
cultural determinant (Govt.UK). 
Heredity 
Genes carry the informational code that determines 
everything from the colour of our hair and eyes to the structure 
of chemical components within the body. A disruption in the 
code or the wrong code can have significant effects on health. 
Similarities in appearance and in body structure are some of the 
most striking examples of the operation of genes. Genes 
16 
determine the internal as well as external features of human 
beings in a number of ways i.e. body size is disease resistance, 
disease susceptibility, genetic diseases, special abilities etc. Body 
size very genetically determined. In addition, a weak heart or 
tendency for cancer can also be inherited. Whereas it is 
important to realize that the practice of healthy lifestyle habits 
can mediate the effect of genes. It is important to counsel 
individuals about the power of healthy living in preventing 
disease and injury. 
Natural Environment 
Environment means different things to different people. In 
medical geography it consists of all the physical and cultural 
elements which combine to form a total environmental in which 
man and all other living beings live together. Natural 
environment consists of such factors as landforms, soil, climate, 
flora and fauna. Analytically it can be grouped into inorganic 
and organic elements. The inorganic elements are temperature, 
humidity, wind , light and trace elements in soil and water. The 
man and animal life, including the microorganism which causes 
diseases are part of organic elements. The relationship between 
human health and his environment is a two-way process. We 
improve our living conditions and increase our comforts but 
alteration to the environment is threatening our health (Misra, 
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2007; p.69). Our environment get polluted from a wide range of 
human activities: improper disposal of human excreta and 
garbage, smoke from coal or oil burning; fumes from vehicles, 
industrial discharges, such as mercury and other chemicals or 
the end products of nuclear fission which poison cattle and fish 
and concentrate as an undesirable substances in human 
tissues; misuse or overuse of insecticides and fertilizer changes 
the soil chemistry and ultimately affects the human health. 
Excessive noise causes deafness and in lesser degree destroys 
equanimity; both of these problems irritate and disturb human 
beings. Foodstuffs are contaminated during their preparation 
and processing and thus cause out breaks of infection. 
Population explosion, beyond the capacity of the soil, results in 
malnutrition; over consumption of food causes obesity, diabetes 
and dental decay. The ill constructed houses and over crowded 
dwellings around urban areas cause infections to spread 
(Kumar, 1987). 
Physical environment consists of macro environment and 
micro environment, which effects human health in a number of 
ways. The weather and air are such a normal part of our 
everyday h'f^  ' lasy to forget how they may affect us. 
Wdittr is the single greatest contributor to serious 
illness particularly in developing countries. Diseases such, as 
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enteritis, diarrohea and cholera cause many deaths in 
underdeveloped countries. Famine, drought and pests can 
significantly alter the quantity and quality of the food supply. 
Polluted air poses more challenge than water pollution. Acid rain 
and the depletion of the ozone layer one among the most serious 
air pollution threats (Govt UK). 
The relationship between climate and diseases is well 
known. Some diseases are typical warm climate, some to wet 
climate and some to cold climate. It is often noted that disease 
like arthritis for example, is more painful in winters than in 
summers. Heat strokes are more common in hot and dry 
climatic conditions. Habitat or living conditions consist of the 
home and the outer environment in which human being lives. 
Living conditions range from slums to posh colonies with all 
modern facilities. In India, majority of people live in rural areas 
where houses lack basic amenities and facilities. This is one of 
the major reasons why the health scenario of rural India is 
highly depressing. Indian cities are full of slums. The 
environmental conditions of these slums are vary unhygienic so 
that even healthy persons become easy victim of disease (Misra, 
2007; p.45-46). 
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Socio- Cultural Determinant 
This determinant consists of religion, race /gender, Socio-
economic status, education, occupation, family composition etc. 
Social environment have a strong impact on health. Race, 
income, level of education, gender, location, and occupation are 
some components of social environment that have been studied. 
The way societies are governed effects policy decisions, which 
have implications for distribution of resources and access heath 
care. 
Over time socially designed systems have become 
more important and than the physical environment to individual 
survival become they control the distribution of and access to 
those very factors that now determine mortality levels (John 
Ratcliff, 1980). 
Some religion have guidelines that impact on health, for 
example, some religion encouraged to eat a modified vegetarian 
diet , not smoke or to drink alcohol. It is thought that it is the 
practice of specific health habits, rater than specific religious 
beliefs that accounts for the better health outcomes (Govt.UK). 
Various gender and health related demographic researches 
agree over women's pivotal role in health as nation's health and 
development is directly related to women. When women are 
healthy, then the family, the society and the nation will 
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"Ultimately be healthy. In Indian society women's are care taker of 
children's health, family as well as their own health. By 
educating women, the health status as a whole can be improved. 
It is being recognized that education in general and women 
education in particular has a positive impact on health status. 
Women education is interlinked with number of health 
determinants like age at marriage, delay in first child birth, 
immunization, household hygiene and utilization of health 
facilities (Dhanlaxmi, 2005;p.l30). 
Health is not jus t an absence of disease, nor is it confined 
to the state of the body. It is directly related with the behaviour 
of man in the society resulting from his world view, his style of 
life, particularly with his approach to others. Human society 
constitutes a number of diverse people and equally different 
interests and concerns. It can function efficiently only if their 
individual member follows the rules of the society (Misra, 
2007,p.l29). 
In most societies women are do not equal status to that of 
men. Discrimination against females starts from early childhood, 
may from the mothers womb. The incidences of female foeticide 
are on the increase. Those who are born do not get the attention 
they deserve. Males get preferential treatment in all matters from 
food to health and education. Things have improved in the 
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developed parts of the world in economic sector but progress in 
the social sector is still unsatisfactory. The situation is quite 
alarming in India, women are discriminated and exploited 
culturally, socially and economically (Misra, 2007, p. 130). 
Among the social factors that impact health, education is 
one of the most important factor affecting hesilth. Education 
includes character building, literacy, and knowledge of one's 
environment and the acquisition of the ability to earn one's 
livelihood (Misra, 2007,p. 131). It has been proved that education 
is essential for heailthy living; the prevailing literacy scenario in 
India is really a matter of great concern. It is not possible to 
make achievement in health status unless the educational level 
of the people improves. Education of the girls is of prime 
importance, because the health of future mothers and children 
depend on it (Misra, 2007, p. 133). 
Socio-cultural factors play a very significant role in matter 
of health; culture includes worldwide, values, beliefs, approach 
to life, behaviour patterns and social norms and practices. It also 
includes demographic components like population size, density, 
composition and economic factors like level of living, income, 
employment etc. 
It is often said that the industrial societies are scientific 
while the developing societies are traditional in nature. But this 
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is partially true. Both societies suffer from misconception and 
irrationalities. The people of developed world have faith in 
modern drugs, chemical and doctors is as irrational as the faith 
the primitive man reposes in traditional healers. Both the 
societies are unhealthy, one because of over nutrition and over-
medication and the other because of under-nutrition and under-
medication, what makes them stand on the common ground is 
the unhealthy life style and unhygienic environment in which 
they live(Misra, 2007,p. l l6) . 
Culture acts as medium through which man perceives 
world around him. What is a disease and how to get rid of it. 
Answers to these questions are not the same everywhere and all 
the times. To a large extent, they are culture specific. The 
concept of disease has its implications for treatment. Modern 
approach to disease is based on the germ theory. Whereas the 
traditional approach considers disease as a symptoms of 
disharmony among certain forces that keeps the body healthy. 
The first approach looks for medicines that kill the germs either 
before they enter the body or after they got in. The second 
approach calls for the restoration of the lost balance in the 
system by change in the diet, style of life, use of biotic and 
mineral energizers. The medicines prescribed are in accordance 
with the climate, constitution of the body and the mental set up 
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of the patient. In the first approach treatment is addressed to the 
disease, in the second approach, it is addressed to the patient 
(Misra, 2007, p.118-119). 
Socio- E c o n o m i c Determinants 
Socio economic determinants have direct relationship with 
the health status, where there are higher levels of income, 
education and occupations, there usually exists lower rates of 
mortality. The reverse is also true. It is obvious that where there 
are more economic resources, there is a higher standard of living 
which results into greater access to healthcare and medical 
resources. 
The relationship between income and health can be seen 
as follows; 
• Differences in life expectancy- The disparity in mortality 
rates and other health measures between wealthier and 
poorer countries. 
• As Gross Domestic Product (GDP) increases so does health 
because wealth is distributed more evenly and the 
standard of living improves. 
It is estimated that at least one third of the India's 
population live below the poverty line. Thus it means that about 
350 million people are under nourished and hence prone to 
various kinds of deficiency diseases as well as others. These 
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peoples can not pay for medicines and health care. This 
situation is not uniform all over the country. Some states have 
higher than average national per capita income, while others 
have much lower. Thus the percent are of people below the 
poverty line also varies from state to state (Misra, 2007,p. 123). 
Occupational pattern of a society has also impact on the 
health status. People engaged in agriculture are more exposed to 
the natural calamities than those engaged in secondary and 
tertiary activities. The income of the persons related to primary 
economic activities is low as compared to those who are engaged 
in other sectors. This too has its influence on health through 
nutrition intake differentials and expenditure on health. Rural 
areas have very poor accessibility of health services. Floods and 
drought affect the agriculturists more than any other 
occupational group. The natural calamities not only effect 
nutritional intake of the people, but also cause deaths and loss 
of property. There are occupation specific healths hazards, 
particularly in the industrial sector, workers engaged in mining 
develop diseases related to the respiratory system including lung 
TB. Mine blasts cause many injuries and deaths (Misra, 
2007,p.l53). 
The relationship between health and poverty or health and 
development is complex and multifaceted. Poverty in its various 
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dimensions acts as a major determinant of health of individuals. 
In its most basic form- as a state of food deprivation and 
nutritional deficiency poverty has a direct relationship with 
morbidity and longevity of people. Deprivation such as lack of 
access to amenities like safe water, sanitation, non polluting 
domestic fuels, connectivity to health care services and most 
importantly to education and general awareness contribute to 
reinforcing ill health and morbidity and higher mortality levels. ^ ^ 
Some factors influence human development both favorably 
and unfavorably they are, environmental, natural or man made, 
physical, chemical biological and social, economic, cultural 
factors, education, genetic factors, prenatal health development 
factors and nutritional factors. Thus the promotion of health is 
not possible from any single health discipline, nor can health 
measures be considered independently of the broader 
educational, social, economic and administrative factors that are 
important for human development. That is why, inter-sectoral 
coordination is essential. Obviously, the relationship between 
socio-economic development and progress of health is very 
important. In fact, every aspect of economy has a health 
component which has an important influence on the overall 
socio-economic development. This, as stated is a WHO paper on 
public health: "The health component and other com.ponents of 
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the total system necessarily interact. Health not only affects the 
remainder of the socio-economic complex but is also affected by 
it, sometimes unfavorably (Goel,2003)." 
Human being has no control over his heredity, but he can 
ward off or postpone many of the health problems which might 
results from his heredity, by manipulating the natural and 
cultural environments (Misra, 2007, p.5). Some of the diseases are 
hereditary but they remain silent because of the unfavorable 
environmental factors. The genetically determined biochemical 
make-up and the multiple environmental factors interact to give 
rise to certain disease. Thus, there are certain constitutional 
conditions which make certain individuals more susceptible to 
disease like arteriosclerosis, hypertension (high blood pressure), 
obesity, rheumatoid, arthritis, some skin diseases, diabetes, 
allergies, pernicious anemia, goiter, cancer and peptic ulcers etc 
(Misra, 2007). 
In spite of heredity natural environment, socio-cultural and 
socio-economic determinants, and some other determinants like 
water supply, sanitation and sewerage systems also has direct 
influence on human health. India needs to make adequate 
investments in water supply, sewerage systems, and sanitations 
to reduce that load of infections diseases. Local bodies must take 
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part in coordinated action on these major determinants of health 
(India health Report, 2003). 
Safe Drinking Water: Safe drinking water and improved 
sanitation play a major role in well being of the people, and has a 
significant bearing on infant mortality rate, death rate, longevity 
and productivity. The poor of both in rural and urban areas bear 
a higher burden of the non availability of water as well as its 
poor quality. Seasonal disruption of water supply is common, 
especially during summer months. Fetching of water for 
domestic use, sometimes form far-flung sources, is a physical 
burden borne mostly by women, particularly in rural areas. 
More than 70-80 percent of illnesses are related to water 
contamination and poor sanitation. Women and children are 
particularly more prone to the effects of water contamination. 
Despite that the progress achieved in provision of water supply, 
the level of water related sickness continues to be high. 
The tenth five year plan (2002-07) envisaged the provision 
of potable drinking water to every settlement in the country on a 
sustainable basis and the pursuit of all possible measures for 
the rapid expansion and improvement of sanitation facilities in 
rural and urban areas. As per2001 census of India, 20 percent of 
urban households do not have access to safe drinking water 
(Jetli and Sethi, 2007). 
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Sanitation: The basic elements of quality of life essentially 
include safe drinking water, food security, self shelter and 
sanitation. The most unfortunate fact is that about 80 percent of 
our population has not been provided with proper sanitation and 
more than 50 percent of the population does not have access to 
potable drinking water (Himesh, 2001). 
It is well known fact that 60-80 percent of all illnesses is 
caused due to unhealthy sanitary conditions and unsafe water 
supply. Sanitation as a problem has not been taken seriously by 
the people of India. The provision of safe drinking water, facilities 
for the human excreta disposal, cleanliness of the surroundings 
and public places etc. are priority for healthy society. But 
unfortunately neither government nor the people have given 
attention seriously. Though a fair amount of progress has been 
achieved in certain cases like safe drinking water, waste 
management in urban areas, an overall health benefit has not 
been achieved by all the sections of the society (Dhanlaxmi, 
2005). 
Nutrition: Although the country has been able to eliminate 
nutritional deficiency syndrome like pellagra, beri-beri, scurvy, 
etc., yet chronic energy deficiency among adults, under nutrition 
among children and micronutrient deficiencies such as goiter, 
blindness due to vitamin-A deficiency and anemia are still 
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prevalent across all section of the population. The country has 
adopted a multi-sectoral strategy to combat these problems and 
to improve the nutritional status of the population. 
About one half of the children under the age of five years in 
India are moderately or severely malnourished, 30 percent of 
newborn children are under weight and nearly 60 percent of 
women are anaemic. Under the integrated child development 
scheme (ICSD) the department of women and child development 
implements the food supplementation programme for imiproving 
nutritional status of mothers and children. Ministry of health 
and family welfare implements programmes for tackling major 
micronutrient deficiencies such as vitamin-A and iodine 
deficiency, etc (economic survey,2002-03). 
Access to healthy diet and optimum nutrition is key to 
good health. Both the under-and over nutrition are the root 
causes of many types of health problems. So, good nutrition is a 
major component of healthy life. 
National Nutrition Monitoring Bureau (NNMB) has 
identified certain major nutritional deficiecy diseases in our 
country such as protein energy malnutrition (PEM), vitamin-A 
deficiency, anaemic and endemic goiter, lathyrism, arsenic 
poisoning, endemic fluorosis etc. Under nutrition is the major 
health problem with 46 to 60 percent Indian children. Being 
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chronically undernourished, PEM particularly affects children in 
the pre-school age (1-5 years mainly in vulnerable groups of 
society (Dhanlaxmi, 2005). 
It is an accepted fact that the poor health status of low 
income countries is the product of inadequate nutrition, lack of 
protected water supply, and over crowded and in sanitary 
housing conditions. These conditions lead to deficiency diseases, 
air borne diseases, and feacally related and water borne 
diseases, which have greater impact on morbidity pattern thus 
diseases arise from a set of conditions which in themselves 
represent poverty and deprivation (Pattnanik, 1994). 
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m 
Chapter-Ill 
A REVIEW OF AVAILABLE LITERATURE 
The Review of literature forms an important part of 
research because it deals with critical examination of various 
published and unpublished works related to the study 
undertaken. Therefore, the brief review of various works done 
related to the problems of health and health facilities have been 
highlighted. Read (1966) in his book focuses attention on social 
and cultural influences that should be in below point on health 
programmes in developing countries. Author pointed out the 
importance of culture for understanding how people react to 
modern health programmes. It may be difficult to assert that 
anyone facet of people's culture is more vital than another in 
conditioning their beliefs and practices about health and 
disease. Yet it is generally accepted that dietary practices are 
fundamental in the maintenance of health values, and people's 
value system are elusive and intangible elements in a culture, 
but exert a potent and enduring influence on their way of living. 
They are also the ultimate clue to people's response to health 
and welfare programmes, and to the acceptance of new practices 
in diet, child care, environmental hygiene, and so on. 
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The book has two main objectives. The first has been to 
indicate some ways of discerning the relationship between health 
programmes and health services and the reactions of the people 
to these activities. The second objective is to call attention to the 
barriers to communication between scientifically trained health 
workers and the public. 
Bryant (1996) in his book analyzed many of the health 
problems fall into recognizable patterns in the developing work. 
But the problems of each country are tied to the culture, history 
and socio-economic development of that individual country, and 
to fully understand the problems we must see them in their 
national setting. He pointed out the relationship inter of health 
and national development, the relationship between health 
programmes and population problem, investment on health and 
the problems of managing health systems, with particular 
attention to the usefulness and limitations of modern managerial 
methods in approaching health problems in less developed 
countries. He gives special attention to man power needs, and 
develops the concept of a health team that would include a 
doctor, a nurse, an auxiliary nurse and midwife. He also 
suggested the education of health team that would help to meet 
the needs of developing world, facing health problems. 
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Misra (1970) analyzed the available data on morbidity and 
mortality by diseases in India and gave a general account of the 
distribution of various diseases in India. The factors such as 
heredity, natural environment, cultural environment etc which 
account for an uneven distribution of these deceases have also 
been mentioned. The author has tried to emphasize the 
importance of natural and cultural environments for healthy 
living. 
Prothero (1972) studied the problems of public health 
among nomadic parporalists in the Horn of Africa, the only large 
area of the continent where they form a majority of population 
between 75 and 85 percent in the Northern regions of Somalia 
and between 60 and 65 percent in southern regions. Attention is 
directed particularly to malaria, the major decease is responsible 
for high morbidity here as elsewhere over much of Africa. 
Otherwise the range of diseases found in the Horn is probably 
more limited than many other parts of Africa, undoubtedly 
linked with prevailing aridity. 
Farooqui and Khan (1972) studied the complete diet 
surveys conducted during the course of a year under varied 
seasonal setting in two contrast villages of Ganga Yamuna Doab. 
The study is based on the factual information regarding the 
consumption of the different types of foods and the incidence of 
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major deficiency diseases recorded over a period of one week 
during each of the four respective seasons in the villages. The 
survey indicates that the daily diet of the people in Itwarpur and 
Alhadinpur is far below the standard requirements and varies 
greatly from one season to the other. The highest incidences of 
deficiency diseases were found in summer and a rainy season in 
both the villages when under nutrition was at its peak. An 
improved daily diet would perhaps minimize the incidence of 
these diseases substantially. 
Ahmad (1974) in his paper attempted to study the 
utilization of existing lands and the standard of nutrition as 
calculated from the actual caloric intake and the consumption of 
other essential nutrients in the south eastern Haryana. The 
paper also highlights the diseases arising out of the nutritional 
deficiency and lays down the basis for overall improvement of the 
living standards of the agrarian population of the area. It has 
been seen that there is a deficiency of calories, protein, 
carbohydrates, fat and calcium in almost all the village and of 
vitamin C and vitamin A in most of the villages. 
Qureshi (1976) studied the prevailing malnutrition and 
food deficiency diseases with reference to available food supply 
in the districts of Agra and Mathura. The author made two 
extensive visits to each of the selected villages in order to collect 
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the data about the nature of agricultural land use, dietary habits 
of the people and deficiency diseases and has attempted to 
analyse their correlation if any. Author has concluded that the 
supply of food elements and the resulting deficiency diseases are 
very closely related to the products of the area. 
Farooqi (1977) studied the dietary habits of the people in 
relation to nutrition and health. The dietary habits of the people 
in the four selected villages of Trans-Rapti plain show that at 
present food grains constitute about 95 percent of their daily diet 
and 5 percent is met by milk, milk products, meat, vegetables, 
fruits, oil and fat. The adequacy of the balanced diet suffers 
largely due to a low consumption of other food items rather than 
food grains. There is a wide range of deficiencies of such 
essential food elem.ents as calcium, vitamin C, vitamin A, Protein 
and vitamin B. Hence most patients found during survey were 
victims of such diseases as of tooth and Gum, eye, rickets and 
osteomalacia, retarded growth, scurvy, beri-beri and 
gastrointestinal disorders. 
Ahmad, et all (1978) in their paper attempted to study the 
distribution of nutritional deficiency diseases in four villages of 
Faizabad district based on data collected from primary health 
centers and personal survey. The study reveals the rate of 
occurrence of the various diseases which are high where the 
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intake of nutrients is far below the recommended level. Even in 
those villages where the caloric intake per head per day is 
normal, the spread of nutritional deficiency diseases can not 
altogether ruled out. It has been seen that people belonging to 
middle and lower income groups suffer more from these diseases 
than the people of upper income groups. If some alternative food 
articles suggested which may be within the reach of the poor 
peasantry, there is much hope for improving the health and 
wiping out some of the nutritional deficiency diseases commonly 
found in the rural areas. 
Stimson (1983) discussed major problems and pitfalls 
which, researchers face in perusing the study of medical 
geography and the geography of health care. Methodological 
problems relating to general questions of research design, the 
misuse of statistical methods of analysis, the problems of 
aggregated data bases and data reliability problems are discusse 
in general terms, 
Mc Glashan (1984) in his paper attempted to outline some 
of the opportunities and needs in the area of health geography in 
India. Thus in the field of medical services, it can be claimed that 
need of geographical evaluation will continue to exist until every 
Indian citizen from highest to lowest in this vast land has equal 
opportunity to enjoy a healthy and fulfilling life. The challenge to 
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medical geographers in India, both in disease ecological studies 
and in health service provision is so vast that the subject could 
well employ the talents of every post graduate geographer for the 
rest of this century. 
Jones and Moon (1987) has attempted to elucidate the 
social and environmental causes of ill health in which geography 
can play an important role. They also pointed out various 
approaches to the study of medical geography. The geographical 
pattern of disease with the help of the collection of individual 
survey based data, and the analysis of such data to relate 
disease patterns to social and environmental variables. They also 
discussed communicable diseases mental illness and the 
biomedical view to explain the occurrence of illness. They found 
the social and spatial inequalities in access to health care, 
author attempted to discover the root cause of these inequalities 
and their satisfactory explanation on the way society is 
structured, a number of policy initiatives are considered to 
ameliorate these inequalities. It examines the production of ill 
health and the consumption of medical care in relation to 
societal organization. 
Rajagopal (1981) explained that the environment can be 
considered to be an integral part of health development, since 
any impact on man's environment also influences his state of 
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well being. Every sector of the nations economy while trying to 
develop leaves it impact on environment and therefore, every 
sector or department of the economy while planning for its 
growth should at the same time pay adequate attention to the 
unfavorable impact on environment and take simultaneous steps 
by devising suitable strategies to minimize and if possible totally 
eliminate consequent environmental health degradation. There 
should be awareness of environmental degradation and pollution 
with their disastrous consequences on the health and welfare of 
mankind. 
Chatterjee (1988) discussed about where we are and where 
we have to go in the field of health. In 1982 the Govt, of India 
enunciated the National Health Policy to Asses the country's 
health situation and its overall goal to provide health care to all 
and its strategy to restructure primary health care services. The 
implem.entation of health policy has also been discussed. It 
examines the biomedical point of view discussing health needs in 
terms of redressing the three D's-death, disease and disability-
and also importantly, in terms of eliminating differentials in the 
health of different population subgroups in the country. The 
book focuses on the health status of woman and woman's access 
to health services. The underutilization of health services points 
also to the possibility that a lack of "demand" for primary health 
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care could be a major factor constraining its spread. The health 
policy calls for "community" participation as a means of creating 
demand. It discusses about private health programmes; the 
social and organizational requirements for primary health care, 
organizing intersectoral coordination and finally the adequate 
resource allocation to the primary health sector. 
Month Lear (1988) describes the spatial patterns of 
disease, the causes and inter relationship between biophysical 
environment, social environment, culture, health care and 
disease. The book is divided in to three parts. The first part 
focuses attention on the problems of health and diseases in 
developed countries. The universal diseases like measles, 
influenza and pneumonia are important in developed countries 
mainly as morbidity rather than mortality. While the 
degenerative diseases, along with accidents, are dominant 
causes of death in the developed world. The second part focuses 
attention on the health and diseases in third world countries. 
The universal diseases in third world countries are major cause 
of mortality and also discussed about the chronic hunger and 
malnutrition. The third part of the book has attempted to pull 
together the picture of health and disease and health services in 
both developed and developing countries. Lastly author points 
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out the relationship between disease ecology and geography of 
health care and of health education. 
Chatterjee (1991) studied that different environmental 
deficiencies lead to deterioration of environment£il health and 
spread of diseases. The environmental deficiencies are closely 
linked with the vicious cycle of population pressure, 
malnutrition and infection. The study has been made with 
reference to the state of west Bengal and is limited to only two 
selected communicable diseases, i.e. Gastro enteritis and 
pulmonary T.B. An attempt has been made to find out whether 
the correlation between the rising population and the disease 
communicability is statistically significant. 
Pattnaik (1994) exaimined that ignorance, traditional beliefs 
and values, religious and cultural taboos, lack of people's 
movement etc pose a threat to the successful implementation of 
health and family welfare programmes in the country. 
Dadi Bhavi 8ind Bagalkoti (1994) in their paper studied the 
disparities in the health status in India. Specific objectives are to 
measure and account for the health inequalities in India, to 
study the impact of level of economic and infrastructunal 
development, education and public spending on health and to 
infer policy conclusions for the future. 
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Abel, et all (1995) pointed out that the environment is a 
dynamic integrating system, and pollution should always be 
considered with regards to its impact on the whole environment. 
Environmental pollution is a resource problem with implications 
of vital importance to public health. Much of our knowledge of 
how to control it stems from public health research and practice. 
It is an economic problem, directly affecting industry and 
agriculture, both in developing and developed countries. Man 
often is simultaneously exposed to many adverse environmental 
factors and stresses. The effects on health may be additive and 
sometimes synergistic. The holistic approach to environmental 
health demands extensive exchange and retrieval of information. 
Control programmes should make full use of all the information 
developed by national and international agencies and should be 
closely co-ordinated with disease control programmes. 
Singh and Kumra (1995) studied the utilization pattern of 
selected facilities e.g. maternal and child health care, 
immunization, family planning etc. provided by primary health 
centres to rural masses. Attempts were also made to analyse the 
same with the geographic distances and the socio-economic 
levels of the sampled respondents. It is mainly based on primary 
data collected with the help of questionnaire distributed to 195 
respondents interviewed on the basic of stratified random 
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sampling from the villages lying in the service area of Cholapur 
primary health center of Varanasi district. The study revealed 
that although awareness amongst the respondents is relatively 
high yet the utilization pattern of the services rendered by 
primary health center is low owing to improper location, low level 
of literacy and income, non-availability of emergency services etc. 
There remains a good scope for making suitable modifications 
and improvements in existing health care facilities for enhancing 
community participation in various national health programmes 
launched by the Government for them. 
Bhatt and De (1996) investigated the health problems in 
the industrial environment based on a symptomatic study 
conducted on workers in different categories of industries. 
Industrial workers constitute a significant proportion of the total 
population in any industrial area. The health of this population 
is reflected in the health of the society in the given area. Thus an 
understanding of the health situation of industrial workers can 
be of considerable significance in explaining the spatial 
differentiations in health and disease patterns. The paper 
concludes that various industrial raw materials and industrial 
processes create conditions favoruable for the occurrence of both 
physical and mental health problems. 
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Verhasselt (1997) analyzed health effects of changing life 
styles and behaviour in cities. The definition of "Urban" has been 
discussed critically. Among the health related components of 
urban life style, diet and the nutritional transition were 
examined. The urban epidemiologic transition has been 
complicated by emerging and re-emerging diseases. The various 
kind of migration are reflected in the adaptability and behaviour 
of the new city dwellers. Health perception is a key issue in 
health care seeking behaviour and in the acceptability of a policy 
of prevention. Urban stress, risky and marginal behaviour are 
part of ill health. 
Kanchan (1997) examines the pattern of health care 
delivery in Vadodra district of Gujarat, both adequacy and 
accessibility have been studied and suggestions have been made 
to redistribute some of the new PHCs. The paper looks into two 
aspects of health care delivery system viz adequacy and 
accessibility. Average number of population and average area 
covered by each PHC are the two indicators taken for knowing 
the adequacy of PHCs. 
Dasgupta (1998) examined mainly the preventive aspects of 
medical health care where the individuals and families can play 
a very important roles. Patients and their relations as to how 
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their correct and timely involvement will make the medical 
advice a real success to ensure lasting good health for all. 
Sood and Nagla (1998) studied the knowledge level of rural 
mothers in the district of Rothak in Haryana about the simple 
maternal and child health interventions available through the 
healthcare delivery system in the rural areas. There was a 
significant positive correlation between total MCH and PP score 
of the women and the education of husband and exposure of 
women to mass media. The mean score for maternal care, child 
care, family planning was higher among women living in villages 
near the health institutions as compared to those in the far off 
villages. They also studied the various socio demographic factors 
related to it. 
Sood and Nagla (1999) also studied the influence of socio 
cultural factors on health behaviour to a great extent in the rural 
areas. The study was carried on Block Beri of Rohtak district in 
Haryana. The data were collected through interviews of elderly 
women, women of child bearing age, £ind local health workers, 
dais and the Aagan wari workers in four villages of the block. 
The indigenous practices in the common ailments of mothers 
and children were also studied. 
Geetha and Swaminathan (1996) made a survey based on 
anthropometric indicaters of children aged five and below 
46 
revealed high prevalence of under nutrition especially among 
girls, underlining the lack of adequate civic amenities in the 
slum communities of Mumbai. 
Bag (2000) studied that the promotion of high yielding 
varieties (HYV) that marked the green revolution has led to the 
large-scale use of chemicals as pesticides. Increase in the use of 
chemicals as pesticides can result in various health and 
environmental problems like pesticide poisoning of farmers and 
farm workers, cardiopulmonary, neurological and skin disorders, 
foetal deformiities, miscarriages, lowering the sperm count of 
applicators, etc. 
Padmanabahn (2000) explained that the health policy in 
the new millennium should address itself to strengthening the 
state-run health infrastructures by increased allocation of funds 
and community involvement to ensure an efficient and affective 
referral system, instead of shedding its responsibilities and 
leaving the poor in the lurch. Privatization and corporatisation 
should be welcome to the extent that they would cater to those 
who can afford thereby easing the pressure on state run 
hospitals. This in turn should help the government facilities to 
those in need, who cannot afford costly medicare. 
Shelah, David and Monica (2001) investigated the 
dimensions of women's autonomy and their relationship to 
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maternal health care utilization in a probability sample of 300 
women in Varanasi, India. They examined the determinants of 
women's autonomy in three areas: control over finances, 
decision making power and freedom of movement. Further 
analyses demonstrated that women with greater freedom of 
movement obtained higher levels of antenatal care and were 
more likely to use safe delivery care. The influence of women's 
autonomy on the use of health care appears to be as important 
as other known determinants such as education. 
Halvorson (2002) studied that many mountain people face 
water and environmental problems at particular risk in the 
health of women and of children who live in remote and 
marginalized mountain areas. Environmental health concerns 
are often associated with the water borne parasitic and endemic 
diseases responsible for much child morbidity and mortality in 
the Karakoram- Himalaya of Northern Pakistan. Poor 
environmental health and water-quality a condition affects child 
survival! and challenges to viable local interventions are severe. 
Transformations in women's productive and reproductive work 
have health consequences for children and gender and 
household dynamics shape and mediate women's responses to 
environmental health risks. Significantly, these fundings draw 
attention to the need for improved water and health policy, 
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especially, the policy that recognizes different gender and child-
care roles in mountaineous regions of the developing world. 
Radhakrishna, et.all (2004) in their paper focuses attention 
on two interrelated but distinct issues of chronic poverty and 
malnutrition. It analyses the trends in extent, depth and severity 
of poverty and also malnutrition in rural and urban areas during 
the last few decades. The incidence of chronic is higher than that 
of very poor in both rural and urban areas but the former is 
lower than severe malnutrition. Although the risk of malnutrition 
decreases with household income (standard living index), 
elimination of poverty can not ensure eradication of 
malnutrition. The incidence of child malnutrition is particularly 
high among poor households where mothers have poor 
nutritional levels, less education and poor access to antenatal 
care. The lowest incidence of child malnutrition is not in the 
richest but in the middle income states with progressive social 
policy. In the 1990's , with faster urban economic growth, urban 
poverty declined faster, but inter quintile urban inequality and 
rural urban inequality worsened. Poverty, chronic poverty and 
malnutrition, together, got concentrated in a few geographical 
locations and among specific social groups. 
Khan (2005) pointed out that the quality of life greatly 
depends on the health status of the individual. It begins right at 
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the time of conception. Pregnancy is a period of great 
physiological stress for the women as she is nurturing a growing 
foetus in her body moreover the nutritional link between the 
mother and the child continues even after birth as the child 
feeds on breast milk. Along with low socio economic status, 
poverty and illiteracy, ignorance, lake of knowledge and 
awareness on the important of nutrition education among the 
pregnant and lactating mothers also show a life long effect on an 
individual's health. 
Akhtar (2005) attempted to study the natural disaster like 
tsunami from geographical perspective. The application of 
various disease diffusion and health care facility location-
allocation models provide holistic framework to the study of 
health and disease. Impact of a natural disaster like tsunami, 
not only lead to large scale mortality but also increase the risk of 
disease via contamination of water resources, poor hygiene or 
other mechanisms. Geographical perspective on health and 
disease pertains to the understanding of the spread of the 
disease and thus to its ultimate control or elimination. Such 
studies are multidim.ensional , dealing not only with space but 
also with time. Since the levels of health and disease vary 
between places and overtime, there is a pronounced awareness 
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of the importance of understcinding the geographic aspects of 
problems of human health. 
Duggal (2006) focuses upon three sets of interrelated 
dichotomies, namely the rural urban dichotomy, public private 
dichotomy and curative preventive dichotomy. Multiple systems, 
varied ownership patterns and different kinds of delivery 
structure have resulted in a complex plurality that makes 
development of an organized, effective system difficult. Through 
empirical data it has been observed that most of the organized, 
formal and recognized health facilities are located in urban 
areas. While the rural areas are provided with ill-equipped 
primary health centers and sub-centres. Rural infrastructure, 
apart from being grossly inadequate is also wasted because of 
pressures to promote family planning instead of comprehensive 
health care. Public health expenditure which has been 
historically very low has been showing a declining trend. Over 
three-fourths of this expenditure are on salaries leaving 
negligibly little for critical expenditure on infrastructure 
development, drugs medical and surgical consumables and 
maintenance. 
Shrivastava (2006) discussed the health security concerns 
in Uttair Pradesh, the enormous variation in health outcome 
across districts with a few districts reflecting a cluster of poor 
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inputs and equally poor output-outcome indicators. The per 
capita expenditure on health among the lowest across states and 
has stagnated in real terms over the last decade and a half. The 
poor delivery of health services through public health 
infrastructure is pushing people to unregulated private sector for 
curative services. The cost of accessing services, especially 
hospitalization services is prohibitive in relation to income 
thereby depriving the poor and the marginalized from reaching 
out to essential health care. Underscoring the need for improved 
health outcomes, Srivastava emphasizes the need for a 
convergent and synergistic approach to health together with 
decentralized planning using micro level unputs and involving 
people's health committees, identifying critical resource gaps and 
setting up a set of core standards in basic services. 
Misra (2007) in his book 'Geography of health' examines 
the health scenario in India. It also discusses that how different 
societies, from ancient times to this day have looked at health 
and disease, and what has been the implication of their varying 
perspectives on the systems of medicine they evolved. Author 
has discussed about the biogeographic factors influencing 
health, cultural and lifestyle factors influencing health, 
demographic factors influencing health socio economic factors 
influencing health. Access to health services, both governmental 
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and private. The book focuses on health policy planning and 
programmes in the country. Finally suggests the ways of 
dissemination of information about diseases, medicines, health 
facilities and ways and means of maintaining good health. 
Banerjee (2007) has attempted to explain the impact of air 
pollution on health status of residents of Kolkata. He found that 
almost three-fourths of the residents of the city have some form 
of respiratory problem. Children, elderly people, street Hawkers 
and garage workers are found to be the most affected groups in 
terms of Respiratory Syndrome Complex (RSC). In general, 
incidence of disease is mostly found in smokers and urban 
people as compared to their non-smokers and rural 
counterparts. 
Singh, et.all (2007), in their paper attempted to 
examine the sanitation facilities, disposal of excreta, drainage 
facilities and disposal of waste water, the shortage and disposal 
of solid wastes and the occurrence of associated diseases in the 
sample house holds of Aligarh city 
Banerjee and Biswas (2007) attempted to analyse the 
regional pattern and chronological spread of HIV/AIDS in India, 
it also aims to portray the changes and trends in the modes of 
transmission and spread of the epidemic, now a pandemic it 
provides an age-sex classification HIV/AIDS cases in India with 
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a view to categorize the sections of the Indian population who are 
'at risk'. 
Sherry d i e d and Adriana (2008) explained the effect of 
education on health which is increasing over the past several 
decades. They hypothesize that this increasing disparity is 
related to health related technical progress: educated people are 
the first to take advantage of technological advances that 
improves health. They test this hypothesis using data on disease 
specific mortality rates for 1980 and 1990, and cancer registry 
data for 1973-1993. They estimate education gradients in 
mortality using compulsory schooling as measures of education, 
then relates these gradients to two measures of health related 
innovations; the number of active drug ingredients available to 
treat a disease and the rate of change in mortality from that 
disease. They find out that more-educated individuals have a 
greater survival advantage in those diseases for which there has 
been more health-related technological progress. 
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Chapter IV 
SOURCES OF DATA AND METHODOLOGY 
The health status of the population is an important aspect 
of well being. Good health is necessary for effective participation 
in economic and social activities and helps in achieving higher 
levels of human development. The available health care facilities 
have a bearing on the achieved health status which is measured 
by various indicators. Health care facilities have been assessed 
in terms of the number of hospitals, dispensaries, doctors and 
other medical staff (North India Human Development Report, 
2003;p.261). 
The level of development achieved by a society is often 
determined on the basis of levels of health and system of health 
care prevalent in the society. According to the "Right to health" 
in the Universal declaration of human rights, "Everyone has the 
right to a standard of living adequate for well being of himself 
and his family." In a developing country like India the medical 
practitioners can no longer confine their role to diagnosing 
ailment and treating them but also they have to play the role of 
educators, counselors and as the agents of social change. Health 
has evolved from being an individual concern to that of a major 
social goal and an important factor, which encompasses the 
quality of community life (Nair,2005;p.22). 
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Sources o f Data 
Data may be obtained either from the primary source or 
the secondary source. The primary source is concerned with the 
data, which are directly compiled by the enumerator or observer, 
whereas the secondary source of data is concerned with the data 
collected from published or unpublished sources. Primary data 
are generated in a large number of surveys conducted mostly by 
government and also by some individuals' institutions and 
research bodies. 
Primary data may be obtained by following methods: 
• Direct personal interviews 
• Indirect oral interviews 
• Information from correspondents 
• Mailed questionnaire method and 
• Schedules sent through enumerators 
The secondary sources of data can be classified into two 
categories, namely Published sources and Unpublished 
sources 
Published sources include reports and official publications 
of international bodies, economic survey government of India, 
Ministry of finance, reports of committees and commissioners 
semi official publications of local bodies such as municipal 
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corporations and publications of autonomous and private 
institutions etc. 
There are various sources of unpublished data such as 
records of various government and private offices, studies made 
by research institutions and scholars etc (Gupta,2003;p.40-58).3 
There are various community based data sources. The 
department of health and family welfare is working for the 
attainment of health for people through wide network of the 
government health care delivery system. It provides data 
pertaining to the health care systems (Sagar 86 Kishore, 
2007;p.22). 
The 2005-06 National family health survey (NFHS-3), the 
third is the NFHS series of surveys, provides information on 
population, health and nutrition in India and each of its 29 
states. The survey provides trend data on key indicators and 
includes information on several new topics, such as HIV/AIDS-
related behaviour attitudes toward family life, education for girls 
and boys, use of integrated child development scheme (ICDS) 
services, men's involvement in maternal care and health 
insurance (NFHS,2003). 
The national sample survey data on the distribution of 
consumption of services provided by public and private sectors 
distinguishes five types of services-outpatient care, impatient 
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care (excluding deliveries), insti tutional deliveries, prenatal care 
and immunizat ion (David et.all, 2002 'p .212-213) . 
The district level household survey (DLHS) was initiated in 
1997 with a view to a s se s s the utilization of service provided by 
government hea l th care facilities and people 's perception about 
the quality of services. The DLHS is designed to provide 
es t imates on impor tan t indicators on ma te rna l and child health, 
fam^ily p lanning and other reproductive hea l th services 
(MHFW,2007-08). 
Whereas surveys under reproductive child health (RCH) 
programme provides data about the antenatal care services to ensure 
safe motherhood (GOI,2007). In spite of all above health care delivery 
system there are a number of programmes which are active in the field 
of health care delivery. It is very difficult to give description of all those 
programmes but few of them are as discussed. National Rural Health 
Mission (NRHM) focuses 18 states with weaker health infrastructure 
and health status indicators, provision of accessible, affordable and 
effective primary health care facilities especially for poor and 
vulnerable sections of the population, bridging the gap in rural health 
care service through creation of accredited social health activities 
(ASHA) and improved hospital care etc. constitutes the basic feature of 
NRHM. Whereas ASHA would reinforce community action for 
universal immunization, safe delivery, new bore care prevention of 
water born and other communicable diseases, nutrition and 
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sanitation. ASHA work in close coordination of Anganwadi workers 
(Economic Survey, 2006-07;p.216). The department of health has 
formulated the national health policy (NHP) 2002, which aims at 
achieving an acceptable standard of good health amongst the general 
population of the country. Whereas nat ional population policy 
(2000) affirms the commitment of government towards stabilizing 
the population of the country by providing i ts citizens to make 
voluntary and informed decisions about their family size. 
The t en th plan includes the reorganization and 
res t ruc tur ing of existing, hea l th care infras t ructure at primary, 
secondary and tertiary levels so tha t they have the capacity to 
render the hea l th care services to the populat ion residing in well 
defined geographical a reas and have appropriate referral 
l inkages with each other(Economic Survey, 2002-03;p.227-230). 
Data Base: 
Entire work is based u p o n the secondary sources of data. A 
wide range of da t a have been collected from several secondary 
sources . The d a t a pertaining to the populat ion of the study area, 
male populat ion and female populat ion w a s collected through 
the census (2001). The other da t a have been obtained from the 
website of Govt, of Uttar Pradesh i.e. www.upgovt.nic.in for the 
da ta pertaining to the hea l th care facilities (2001) in Western 
Uttar Pradesh . Some da ta have been collected through national 
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family health survey report, economic survey Govt, of India Uttar 
Pradesh development report, Human development report Uttar 
Pradesh. The selection of these data was based mainly on their 
availability from different districts of Western Uttar Pradesh. 
Methodology 
In the present study, the Western part of Uttar Pradesh 
has been selected for an enquiry into the "regional patterns of 
problems of health and health facilities". All the data were 
converted into ratios. The statistical technique commonly known 
as z-score was used to analyze the data in order to assess the 
health facilities and inter relationship between different 
indicators. The results of analysis have also been presented in 
the form of tables and also the maps. 
Stat ist ical m e t h o d applied 
In order to reach standardization, the raw data for each 
variable has been computed into standard scores. It is commonly 
known as z value of z-score. The score measures the departure of 
individual observation from arithmetic mean of all observations 
expressed in a comparable form. This means it becomes a linear 
transformation of the original data. This method was first used 
by smith in 1968 and 1973 and Slater in 1975. The formula 
involved is; 
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Z\-
SD 
where Zi is the standard score 
Xi is the original or individual values for observation i 
X is the mean for the variable and SD is the 
standard deviation 
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Chapter V 
HEALTH PROBLEMS AND HEALTH FACILITIES IN 
WESTERN UTTAR PRADESH 
THE STUDY AREA 
Western Uttar Pradesh is the most developed and 
prosperous region of Uttar Pradesh. It covers the fertile 
northwestern portion of Upper Ganga Plain. This area is well 
endowed with water resources and good climate condition the 
favoured the development of agriculture (Singh et.all, 1988,p.45). 
It is surrounded by the district of Kanpur, Hardoi and Kheri of 
the central region of Uttar Pradesh on the east, the state of 
Uttaranchal on the north, the states of Haryana, Rajasthan and 
Union Territory of Delhi on the west and the states of Rajasthan, 
Madhya Pradesh and Jalaun district of Bundelkhand region of 
Uttar Pradesh on the south. 
Western Uttar Pradesh Clearly differs in Physical features, 
social and economic characteristics from the northern, southern 
and eastern bordering regions but it is devoid of any such limits 
on the west and east. The problem of delimiting the boundary is 
relatively more intricate in the east (Singh, 2003; p.24). Western 
Uttar Pradesh lies approximately between 26° 20 'N and 31° N 
latitudes and 77oE and Sl^E longitudes. 
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It covers an area of about 80,076 sq.km. and holds a 
population of about 61.06 million persons. This region comprises 
twenty six districts (Census of India 2001) as shown in figure 1. 
PHYSICAL FEATURES 
Structurally Western Uttar Pradesh is a part of the Indo-
Gangatic plain. It lies between the recently built Himalayan 
Mountains in the north peninsular India in south. The vast indo-
Gangatic plain has been built up by the deposits brought by the 
Ganga, the Yamuna and their tributaries. 
This plain has several outstanding features. One is the 
dead flatness of the plain, not a hill or a mound to break the 
monotony of the surface level, with a slope of less than 10 
m/km, thus seaward slope is so gentle that is imperceptible to 
the eye. The region has an elevation of 150-300 meters above the 
mean sea level. Mountains greatly influence the hydrology of 
rivers which flow from them towards this plain. The level surface 
of the plain commanded and traversed by the glacial-fed 
perennial rivers offers every facility for the construction of great 
canals. The absence of any marked surface irregularity further 
permits the rains to sink into ground, while percolation from 
major rivers and their tributaries also contribute to maintain the 
subsoil water table at level which can be easily tapped. 
70 
(Williamson, 1925). The third feature of note is the immense 
thickness, enormous width and uniform characteristic of the 
alluvium which forms the subsoil of the plain. 
A general accepted view about the origin of Ganga Plain is 
that, it has been formed by the buckling down of the northern 
border of the peninsular shield between the sediments thrust 
over it from the north. Whatever miay be the cause which gave 
birth to this trough but once it was formed the depression was 
filled up with sediments brought by rivers flowing from 
Himalayas and the peninsula (Sharma 86 Coutinnho, 19983). 
About the period of its origin it is said that it must have been 
formed on the later stages of Himalayan Orogeny (Krishna, 
1986). 
DRAINAGE 
Western Uttar Pradesh is a part of alluvial Plan of Uttar 
Pradesh; it is drained by perennial rivers of the Ganga system. 
This provides facility for the development and construction of 
canals. Apart from surface drainage it has large reservoir of fresh 
sweet water. Stored in the more porous, coarser strata, beneath 
the level of salutation which is accessible by means of ordinary 
bearings (Wadia, 1961). 
The basic source of surface water is precipitation in the 
form of rainfall. This region is drained by the Ganga, the 
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Yamuna, the Ramganga and several tributaries. These rivers 
originates from Himalayas and they are snow fed rivers. 
Although the volume fluctuates enormously, these rivers are 
never dry. They yield a supply of fresh water which can be used 
for irrigation. Several canal systems have been developed by 
diverting their water (Dakshinamurti, 1973). 
The Ganga riyer is the most important main river of the 
west plain. The Yamuna itself is a major tributary of the Ganga 
other tributaries are Boardmar, Chhoiya, Sarju, Sarda etc. which 
drain into this region. Yamuna the second most important main 
river of this region joins Ganga at Allahabad and forms the 
western boundary of many districts of western Uttar Pradesh. 
CLIMATE 
Climate is one of the most important factors governing and 
controlling the human activities, soils, natural vegetation etc. on 
account the uniformity of relief there is a remarkable uniformity 
of climate over the larger area of Uttar Pradesh. It is a semi-arid 
and sub humid region lying between the dry Punjab and humid 
eastern plains of eastern Uttar Pradesh within vast monsoonal 
regime of the Great Plains and thus naturally takes the 
characteristics of two adjoining regions. 
From climatologically point of view, the year of western 
Uttar Pradesh can be divided into three seasons. 
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(i) The hot weather season (March to Mid June) 
(ii) The season of rains or Monsoons (Mid June to October) 
(iii) The cold weather season (December to February) 
The hot weather season extend over the months of March, 
April, May and first half of June . The temperature starts rising 
rapidly and continues rising till May and June (Max. Temp. Over 
41oC) unless choked by incursion of more humid easterlies 
though the precipitation does not materialize by this time (Shafi, 
1968). 
SOILS 
The soil of western Uttar Pradesh are of alluvial origin. 
These soils have resulted from the deposition of the silt brought 
by the rivers and tributaries of the Ganga system. They covers 
an area of 450,000 Kilometers in the Indo-Gangetic plains. The 
alluvial group has been divided into two broad geological 
subdivisions i.e. old and new alluvium. The newer alluvial is of 
sandy nature of less Kankery composition and light in colour 
known as Khadar. The older alluvium of more clayey 
composition, full of Kankar and of dark colour is called bhangar. 
Generally, the soils of this region are so uniform and 
similar in their characteristics that it is often difficult to 
differentiate the soils of one region from that of the other. 
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The soils of western Uttar Pradesh can be classified into 
three groups given by Spate (1967) 
(i) The Khadar or newer alluvium 
(ii) The Bhangar or older alluvium and 
(iii) The tarai 
DEMOGRAPHIC STRUCTURE 
The demographic scenario in western Uttar Pradesh 
depicts a worrisome picture. The rapidly increasing population 
pressure constitutes a major obstacle to the regions 
development. The total population of western Uttar Pradesh 
increased from 49.430 million in 1991 to 61.06 million, 
comprising of 32.75 million (53.66 percent) males and 28.29 
million (46.34 percent) females in 2001. 
There are considerable variations in growth rates at district 
level are observed. Generally growth rates were higher in western 
region, low lying south eastern districts registered low 
population growth. This seems to be an account of large in-
migration to the urban centers in these districts. 
Western Uttar Pradesh is the most densely populated 
region of the state. The density of population has risen sharply 
from 603 per square Km in 1991 to 762 per sq.km. in 2001. 
Sex ratio is an important and sensitive indicator of women 
status. The situation is unhappy in this respect as the sex ratio 
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in U.P. as a whole is 898 which is considerable below the figure 
of 933 for India. The sex ratio is some what better in eastern and 
hill region, it is lowest in western region which is economically 
more developed. Higher out migration of male population seems 
to be the reason of relatively high sex ratio is observed in case of 
Baghpat, Gautam Buddha Nagar, Mathura, Badaun and 
Shahj ahanpur. 
Socio-Economic Structure: 
Approximately 75 percent population of western Uttar 
Pradesh lives in rural areas. Agriculture and allied activities 
employ 68 percent of workforce. Hardly 11 percent of workers 
are employed in the secondary sector and 21 percent in the 
tertiary sector (Census of India, 2001). 
AGRICULTURE: 
Green revolution had a tremendous impact on agricultural 
development in western Uttar Pradesh, with its favorable soil and 
climatic conditions and well developed irrigation facilities. The 
Cropping intensity 157.2 in western Uttar Pradesh in 1996-97 is 
quite high as compared to other regions of the state (Statistical 
diary UP, 1999). 
INDUSTRY: 
Industrial distribution is uneven in the region. Papola 
(1980) on the bases of employment identifies different types of 
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industries under the following groups: food processing (excluding 
sugar), sugar, gur etc. and beverages textiles based, leather 
based, chemical and chemical based, non metallic mineral 
products group and metal, machinery, instruments and 
transport equipment(Papola, 1981). 
Western Uttar Pradesh has a fairly large and diversified 
industrial base. There are 5,033 registered and working 
industrial units in the region with an employment of 2,59,869 
according to 1991 census. The industrial base of western Uttar 
Pradesh mainly consists light engineering and agro based 
industries, per capita gross values of industrial production of 
western Uttar Pradesh is Rs. 2028(Statistical Abstract, 1996). 
SOCIAL INFRASTRUCTURE: 
In social infrastructure western Uttar Pradesh is lagging 
behind most of the developed states in India. In 1997-98 there 
were 55 junior basic schools per lack and 4 higher secondary 
schools per lakh population in western Uttar Pradesh(Statistical 
Abstract, 1996). 
The availability of public sector hesilth infrastructure 
shows significant inters regional variations in Uttar Pradesh. 
Where in 1993-94, the state had 3.6 allopathic 
hospitals/dispensaries (including PHCs) per lakh of population, 
whereas the western Uttar Pradesh has 3.1 hospitals/ 
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dispensaries per lakh population. The number of beds in 
allopathic dispensaries per. Lakh population in 1993-94 in Uttar 
Pradesh was 51.8 and in western other Pradesh it was 45.2. The 
number of maternity and child welfare centres and sub centres 
in 1991-92 were 12.7 per lakh population in western Uttar 
Pradesh where as in Uttar Pradesh it was 14.3 (Uttar Pradesh 
Report, 2007). 
Literacy levels in western Uttar Pradesh Continue to be 
abysmally low as hardly 6 1 % of population above 7 years of age 
is literate in western Uttar Pradesh against the national average 
of 65.38 percent. 
Among the Indian states only Bihar and Jharkhand show 
lower literacy rates. Moreover, the average literacy rate conceals 
serious variations in the levels of literacy amo^ig'sociM;;^^^^ 
and regions. f \'\. ; \ 
URBANIZATION \ v 
The degree of urbanization, which plays aCruatal^i^i^m. 
the process of economic development, is quite high 28 percent as 
compared to the figure of 20.82 percent of U.P. while India's 
urbanization in 27.80 percent. There is considerable unevenness 
in the degree of urbanization across districts. Western region is 
the most urbanized region of the state. The following districts 
have shown above 40 percent of urbanization viz., Meerut, 
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Ghaziabad and Agra. While Etah, Mainpuri, Pilibhit, Kannauj 
and Auraiya having below 20 percent of urbanization (Census of 
India, 2001). High degree of urbanizations as strong impact on 
changes in life style which ultirnately led the diseases like 
hypertension, obesity, cardiovascular disorders, cancer, etc. 
HEALTH PROBLEMS 
Health conditions in India have changed since 
independence. A high proportion of population continues to 
suffer and die from preventable infection pregnancy and child 
berth related problems and under nutrition. Whereas at the 
same time new health threats such as HIV (human immuno 
deficiency virus) has now spread beyond highly susceptible 
groups to the general population in some states. Threatening to 
erase much of the social, economic and health gains since 
independence. The non communicable diseases such as heart 
diseases, mental illness, are those health problems associated 
with countries with a higher income than India. India is in midst 
of health transition (David et.all, 2002; p. l ) . 
Western Uttar Pradesh faces a large number of health 
problems, some of the major health problems are discussed 
below: 
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(1) Nutritional disorders 
As we all know that healthy diet and optimum-nutrition is 
key to good health. Both under nutrition and over nutrition are 
the root causes of many types of health problems. Thus good 
nutrition is necessary for healthy life. Malnutrition is a major 
health problem it includes nutrient related disorders, 
deficiencies such as growth, retardation, protein energy 
malnutrition, iodine deficiency disorders, vitamin-A deficiency, 
iron deficiency and other diet related diseases(Prashad& 
Sathyamala,2006,pp.75-76). 
The nutritional status of women and children is an 
important indicator of their health and their capability to resist 
diseases. A good nutrition implies reduced mortality and health 
risks in women during pregnancy and proper physical and 
mental developraent in case of children. Western Uttar Pradesh 
has good nutritional status of women and children than the 
other regions of Uttar Pradesh (Dhanlaxmi, 2005; p . l l3 ) . 
2. Communicable diseases 
Communicable diseases are one of the major causes of 
premature deaths in India killing over 2.5 million children below 
the age of 5 and equal number of young adults each year. In 
spite of significant progress in overall quality of life and decrease 
in absolute poverty the proportion of total deaths due to 
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As we all know that healthy diet and optimum-nutrition is 
key to good health. Both under nutrition and over nutrition are 
the root causes of many types of health problems. Thus good 
nutrition is necessary for healthy life. Malnutrition is a major 
health problem it includes nutrient related disorders, 
deficiencies such as growth, retardation, protein energy 
malnutrition, iodine deficiency disorders, vitamin-A deficiency, 
iron deficiency and other diet related diseases(Prashad& 
Sathyamala,2006,pp.75-76). 
The nutritional status of women and children is an 
important indicator of their health and their capability to resist 
diseases. A good nutrition implies reduced mortality and health 
risks in women during pregnancy and proper physical and 
mental development in case of children. Western Uttar Pradesh 
has good nutritional status of women and children than the 
other regions of Uttar Pradesh (Dhanlaxmi, 2005; p. 113). 
2. Communicable diseases 
Communicable diseases are one of the major causes of 
premature deaths in India killing over 2.5 million children below 
the age of 5 and equal number of young adults each year. In 
spite of significant progress in overall quality of life and decrease 
in absolute poverty the proportion of total deaths due to 
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communicable diseases, maternal and prenatal conditions and 
nutritional deficiencies continues to be very high (India health 
report, 2003;p.56). 
Uttar Pradesh bears fairly high disease burden due to 
communicable diseases. Information collected by the NFHS-2 
four diseases; 
(a) Malaria 
Malaria reported the highest incidence with more than 
3500 cases on an average per lakh population. Its incidence was 
four times higher in rural areas than urban areas with females 
showing greater incidence than males is both the areas. 
(b) Asthma 
The incidence of Asthma was also very high with an 
estimated 1979 cases per lakh population. The prevalence of 
Asthma was more in the age group above 60 years. Thus, this 
disease mostly affecting the aged people. Rural areas showed 
higher incidence that urban areas and affecting mostly males 
than females. 
(c) Tuberculosis 
Tuberculosis is another major communicable disease 
which affect lungs and it is prevalent among those above 60 
years of age. According to NFHS-2 the prevalence of T.B. was 
551 per lakh population. Its prevalence was much higher in 
80 
rural areas than urban areas and showed a higher prevalence 
rate among males, 
(d) Jaundice 
It is one of the most infections disease caused by poor 
hygiene and contaminated food and water. According to NFHS-2 
the incidence of jaundice recorded in the 12 months preceding 
the survey was 963 per lakh population. The incidence was 
higher in urban areas, which is reverse trend so far observed for 
other diseases. This clearly indicates the problem of poor hygiene 
and quality of drinking water in urban areas (Prashad and 
sathyamala,2006). 
3. Non Communicable diseases 
India is facing health transition due to combination of 
demographic and lifestyle changes resulting from social and 
economic development. As more persons survive in middle age 
leading to increasing risk of chronic diseases. Simultaneously 
urbanization and industrialization leading to alterations in life 
style i.e., a diet rich in saturated fats, salt and excess calories, 
decreased physical activity, addictions of tobacco and alcohol all 
there alteration in life style cause cardiovascular diseases, 
cancers, diabetes, neuro-psychiatric and other chronic diseases. 
Hence the existing health systems need to be reoriented to 
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deliver the expanded health care involving the prevention, 
surveillance and raanagement of chronic diseases (India Health 
Report, 2003; p.93). 
4. Reproductive Health Problems 
Female reproductive health is of great important since it 
has a bearing on the overall life expectancy of women. 
Information collected on reproductive health issues related to the 
level of antenatal care preceding births, vaccination of pregnant 
females against tetanus, postpartum checkups and also the 
common reproductive problems faced by women. 
According to NFHS-2 the proportion of pregnant females 
that received antenatal care is quite low in Uttar Pradesh. The 
Highest proportion of births without antenatal checkups was 
recorded in western regions of Uttar Pradesh i.e. 66 percent. The 
antenatal care increased with increasing level of economic status 
of households, and also vidth increasing level of female 
education. 
Vaccination of pregnant females against tetanus is carried 
out in the reproductive and child health programme in order to 
prevent the incidence of tetanus in mother and infant. According 
to NFHS-2 western Uttar Pradesh has a high proportion of births 
without tetanus immunization which is 45 percent. Whereas the 
percentage of institutional deliveries i.e. the percentage of births 
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that took place in medical institutions was 9.7 percent in 
western Uttar Pradesh. 
The one fourth of the total deliveries in the state are 
provided by trained personal. Three-fourths of the deliveries take 
place in unhygienic conditions at home. Because of this the 
health scenario of Uttar Pradesh is marked by a very high degree 
of reproductive morbidity and mortality. The highest proportion 
of women reporting any reproductive health problem belonged to 
western Uttar Pradesh (48 percent) (Prasad and sathyamala, 
2006). 
Women in reproductive age group (15- 44 years) and 
children below five constitute 36.2 percent of the Indian 
population. They also forms the most vulnerable group in society 
in terms of their survival and well being. Efforts are being made 
to improve their survival rates and health status through various 
health care programmes (India Health Report, 2003,p.72).26 
Reproductive child health programme is one of the 
programmes of maternal health services to ensure safe 
motherhood. The antenatal care services under RCH programme 
includes at least three antenatal care visits, iron prophylaxis for 
pregnant and lactating women, at least one dose of tetanus 
toxoid vaccine, detection and treatment of anaemia in mothers 
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and management of safe delivery post natal care and 
management of unwanted pregnancies (DMHFW,2007;p.49).27 
The reproductive child health programme has additional 
elements to address gaps: twenty four hour facilities at PHCs 
and CHCs to encourage institutional deliveries, assistance for 
transport for disadvantaged families, blood supply at first 
referral units (FRUs) and expanded services for medical 
termination of pregnancy and treatment of reproductive tract 
infections and sexually transmitted infections, Malaria, TB and 
other infections of pregnant women (India Health Report, 2003; 
p.76). 
HEALTH FACILITIES 
The Health status of the population is an important aspect 
of well being. Good health is necessary for effective participation 
in economic and social activities and helps in achieving higher 
levels of human development. In the present study entitled 
"Regional patterns of problems of health and health facilities in 
western Uttar Pradesh", the available health care facilities have a 
bearing on the achieved health status as measured by various 
indicators. Health care facilities have been assessed in terms of 
the number of hospitals, dispensaries, doctors and other medical 
staff. In order to assess the health facilities the data is coUeted 
through secondary sources of the Government publication. Each 
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district of the western Uttar Pradesh has been taken in the 
study. 
The eight plans envisaged providing health care facilities to 
all be the end of the plan period. Accordingly a three tier 
integrated health care system was evolved in the states. A 
network of community health centers (CHCs), Primary health 
centers (PHC's) and sub centres have been built up in rural 
areas to provide an easy access to health care facilities. The 
physical targets fixed for rural areas are 
(i) One sub-center for 5000 persons in the plains and 3000 
persons in hilly and tribal areas and 
(ii) One PHC for 30,000 persons in plains and 20,000 
persons in hilly and tribal areas. 
In urban areas the public health care system consists of 
hospitals, dispensaries and health posts (North India Human 
Development Report, 2003; p.261). 
India has rich heritage in ancient systems of medicine. 
Indian systems of medicine mainly emphasize mainly preventive 
and primitive aspects of health care. These systems make a 
significant contribution to health care of common people safe, 
effective and inexpensive treatments. 
The terms Indian systems of medicine (ISM) comprises of 
six different systems: Ayurveda, Siddha, Unani, Yoga, 
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naturopathy and homeopathy. In terms of registered 
practitioners, ayurveda is the dominant system in ISM. 
Homeopathy through German in origin is second only to 
ayurveda among the ISM. 
Ayurveda 
Ayiirveda means the Science of life in Sanskrit. It is one of 
the oldest and the best documented among the ancient systems 
of medicine. Ayurveda emphasized life and health more than 
disease aind treatment. T presents a comprehensive life science 
and total health viz: physical, mental and spiritual. Ayurvedic 
drugs are prepared from natural sources, most of them are 
herbal but the system also makes extensive use of minerals and 
ashed metals. 
Unani 
The Unani system originated in fourth and fifth century BC 
in Greece later it was absorbed by many ancient cultures. The 
system is based on that good health depends on the balance of 
four humours, blood, phlegm, yellow bile and black bile. Unani 
medicines are herbal preparations. 
Homeopathy 
Like A3airveda, Unani, Homeopathy is also a holistic 
system and it treats the patients as a whole not only the 
diseases organ. It is safe inexpensive and easy to use and as a 
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result many house holds maintain a small chest of homeopathic 
medicine, which they use on their own for common ailments. 
Homeopathy is the most popular ISM system across the country 
although other systems have their areas of influence in different 
parts of the country (India Health Report, 2003). 
The structure of private health sector in India is complex, 
different types of providers practice formal and informal systems 
of medicine in a wide range of facilities. That classification is 
equally difficult is evident from following attempt: 
Nature of Provider: It includes private company, trust NGO, 
qualified and unqualified individual provider. 
Nature of Service: It comprises of Hospitals, maternity and 
nursing houses, clinics, dispensaries, and traditional 
practitioners, ancillary services (Pharmacies, diagnostic facilities, 
and ambulance services). 
System of care: It is divided into two groups: 
(a) Formal: It includes Allopathy, Ayurveda, Unani, Siddha 
and Homeopathy systems of medicine. 
(b) Informal: It includes unqualified traditional (faith healers, 
local medicine men and women, traditional birth 
attendants). 
Ownership style: It includes: for profit and not for profit. 
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In India it is general assumption that the private health 
sector refers to for profit, qualified provider. However the sector 
includes not for profit NGOs, trusts, Charitable and religious 
endowments. The sector also includes unqualified practitioners 
(India Health Report, 2003). 
Spatial Patterns of Allopathic Hospitals and dispensaries in 
Western Uttar Pradesh 
The spatial pattern of allopathic hospitals and dispensaries 
has been measured in terms of six indicators. These indicators 
include Government hospitals; special Government hospitals for 
Tuberculosis, Leprosy and communicable diseases, local bodies 
private aided hospitals, private non aided hospitals and funded 
hospitals. 
The distribution of No. of hospitals and dispensaries per 
lakh population of each district is calculated in terms of ratios 
and then z scores has been calculated and to access the overall 
availability of hospitals and dispensaries the composite z score 
has been calculated. 
The spatial distribution of number of hospitals and 
dispensaries of the districts of western Uttar Pradesh has been 
divided into three categories High (+0.208 and above) medium (+ 
0.208 tp - 0.231) and low (-0.231 and below). Then composite z-
scores highlight the high facility of hospitals and dispensaries in 
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Saharanpur (+ 1.469), Bijnor (+ 0.285), Rampur (+ 0.473), J.P.N. 
(+ 0.281), Mathura (+ 0.362) and Etawah ( + 0.758). The high 
score of the facility of these district is due to the high ratio of 
Table-1: District wise 
Districts 
Saharanpur 
Muzaffamagar 
Bijnor 
Muradabad 
Rampur 
J P N 
Meerut 
Bhagpat 
Ghaziabad 
G E N 
Bulandshahar 
Aligarh 
Hathras 
Mathura 
Agra 
Firozabad 
Etah 
Mainpuri 
Badaun 
Barelly 
Pilibhit 
Shahjahanpur 
Farrukhabad 
Kannauj 
Etawah 
Auraiya 
Govt. 
Hosps. 
-1.391 
-0.435 
-0.848 
-0.609 
0.978 
-0.739 
-1.022 
0.000 
-1.717 
-0.522 
-0.087 
0.065 
0.783 
0.739 
-0.370 
-1.196 
0.935 
2.522 
0.717 
-0.174 
-0.870 
0.913 
0.304 
1.348 
1.261 
-0.804 
Distribution of Allopathic Hospitals and Dispensaries in 
Western Uttar Pradesh (2001) 
Special Govt. Hospital 
Tuber 
culosis 
0.667 
-0.667 
-0.333 
0.333 
0.333 
0.667 
-0.333 
-1.333 
-0.333 
1.333 
-0.333 
-0.333 
1.000 
0.000 
-0.667 
0.000 
-0.333 
0.667 
-0.333 
-0.667 
0.667 
-0.333 
-1.333 
-1.333 
3.333 
-1.333 
Leprosy 
4.429 
-0.143 
1.286 
-0.429 
-0.429 
-0.429 
0.000 
-0.429 
-0.429 
-0.429 
1.000 
-0.429 
-0.429 
0.857 
-0.143 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
Commu 
diseases 
4.429 
-0.143 
1.286 
-0.429 
-0.429 
-0.429 
0.000 
-0.429 
-0.429 
-0.429 
1.000 
-0.429 
-0.429 
0.143 
-0.143 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
-0.429 
Z - Scores 
Local 
Bodies 
1.100 
-0.100 
0.300 
0.600 
-0.900 
-0.900 
2.100 
-0.900 
-0.300 
-0.900 
-0.900 
-0.600 
-0.900 
1.500 
2.900 
-0.500 
-0.600 
-0.300 
0.700 
-0.400 
-0.900 
0.200 
-0.900 
-0.900 
0.500 
-0.100 
Private 
Aided 
Hosps. 
-0.188 
-0.250 
-0.375 
-0.375 
-0.063 
4.625 
1.063 
-0.375 
-0.375 
-0.375 
-0.375 
-0.375 
-0.375 
0.188 
-0.375 
-0.375 
-0.188 
-0.375 
-0.375 
-0.250 
0.000 
-0.188 
-0.375 
-0.375 
0.500 
-0.375 
Non 
Private 
Aided 
Hosps. 
-0.297 
-0.297 
-0.287 
-0.297 
4.542 
-0.297 
-0.297 
-0.297 
-0.268 
-0.297 
-0.297 
-0.297 
-0.297 
-0.284 
-0.271 
-0.297 
-0.274 
-0.297 
-0.297 
-0.281 
-0.277 
-0.287 
0.297 
-0.042 
1.574 
-0.297 
Funded 
Hosps. 
3.000 
-0.250 
1.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
1.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
-0.250 
2.750 
-0.250 
-0.250 
-0.250 
Composite 
z-score 
1.469 
-0.285 
-0.285 
-0.182 
0.473 
0.281 
0.158 
-0.502 
-0.513 
-0.233 
-0.030 
-0.143 
-0.112 
0.362 
0.085 
-0.434 
-0.196 
0.139 
-0.087 
-0.360 
-0.311 
-0.100 
-0.014 
-0.301 
0.758 
-0.502 
Source: Calculated by the Researcher based on www.upgovt.nic.in 
hospitals and dispensaries in relation to the size of the 
population. These districts have a large number of Govt, 
hospitals, hospitals for tuberculosis, leprosy and communicable 
diseases, private aided and non aided hospitals and funded 
hospitals. Like other states Uttar Pradesh has also high burden 
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of communicable diseases. So availability of these special Govt, 
hospitals indicates that peoples are getting better facilities for 
their treatment. 
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Spatial Pattern of Allopathic Hospitals and 
Dispensaries in Western Uttar Pradesh 
(2001) 
Fig: 2 
There are eleventh districts having moderate facility of 
allopathic hospitals and dispensaries are Muradabad (- 0.182), 
Merrut ( + 0.1580), Bulandshahar (- 0.030), Aligarh (-0.143), 
Hathras (- 0.112), Agra (+ 0.085), Etah (- 0.196), Mainpuri (+ 
0.139), Badaun (- 0.087), Shahjahanpur ( -0.100), Farrukhabad 
(-0.014). 
Nine districts out of 26 namely Muzaffarnagar (- 0.285), 
Baghpat (- 0.502), Ghaziabad (- 0.513), Gautam Buddha Nagar (-
0.233), Firozabad (- 0.434), Barelly ( - 0.360), Pilibhit ( - 0.311), 
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Farmkhabad ( +1.023) and Etawah (+0.513). The high score 
values in these districts is mainly due to the higher ratio of 
allopathic health care in relation to the size of their population. 
These districts have high facility of allopathic hospitals primary 
health centers and community health centers. The primary 
health centers and community health centers helps in preventive 
and promotive aspects of the people for their health care. These 
districts also possess high number of doctors, beds and 
paramedical staff. So the doctor population ratio and population 
bed ratio is high which facilitates the population to get the 
treatment for their illness. 
Spatial Pattern of Allopathic Health Care 
Centres in Western Uttar Pradesh 
(2001) 
Km 
Fig: 3 
Kannauj ( - 0.301), and Auraiya ( - 0.502) are found in low 
category of facility of Allopathic hospitals and dispensaries due 
to low concentration of these facilities. Almost all the district s in 
this category have small number of Govt, hospitals, whereas 
some districts in this category do not posses special Govt, 
hospitals for tuberculosis, leprosy or communicable diseases 
and some districts which have the facility of special govt, 
hospitals, they do not have the facility of private aided and non 
aided hospitals or funded hospitals. Thus these districts are 
lacking in either of these facilities which adversely eiffects the 
diseased populations who are in great need of these facilities and 
it also badly affects the poor peoples. 
Spatial Pattern of Allopathic health care centers in Western 
Uttar Pradesh 
The spatial pattern of number of allopathic health care 
centers has been measured in terms of six indicators. These 
indicators include Allopathic hospitals, community health 
centers, primary health centers, number of beds, number of 
doctors and number of paramedical staff. 
The distribution of allopathic health care centers per lakh 
population of each district of Western Uttar Pradesh has been 
calculated in terms of ratios and then z score has been 
calculated and to assess the overall availability of allopathic 
92 
health care centers the composite z score has been calculated. 
The inter district z- scores are arranged into three groups, high 
(+ 0. 227 and above) medium ( + 0.227 to - 0.234) and low ( -
0.234 and below). 
Table -2 : District wise Distribution of Allopathic Health Care facilities in 
Western Uttar Pradesh (2001) 
Districts 
Saharanpur 
Muzaffamagar 
Bijnor 
Muradabad 
Rampur 
J P N 
Meerut 
Bhagpat 
Ghaziabad 
G B N 
Bulandshahar 
Aligarh 
Hathras 
Mathura 
Agra 
Firozabad 
Etah 
Mainpuri 
Badaun 
Barelly 
Pilibhit 
Shahjahanpur 
Farrukhabad 
Kannauj 
Etawah 
Auraiya 
Allopathic 
Hospitals i& 
Dispensaries 
-0.088 
-0.897 
-0.324 
-0.824 
0.426 
-1.059 
-0.426 
-0.471 
-0.868 
-0.500 
-0.603 
-0.426 
-0.265 
0.559 
0.412 
-0.647 
-0.147 
-0.985 
-0.265 
-0.382 
-0.015 
0.250 
2.662 
0.544 
2.926 
1.382 
Community 
Health 
Centres 
1.909 
0.273 
0.818 
-0.273 
0.636 
1.182 
-1.182 
1.091 
-1.182 
-0.455 
0.636 
-1.182 
-1.182 
-1.182 
-0.273 
-1.182 
0.636 
0.455 
0.000 
0.000 
1.000 
-1.182 
-1.182 
-1.182 
1.455 
1.091 
Z-
Primary 
Health 
Centres 
-0.152 
0.283 
-0.152 
0.065 
0.283 
1.370 
0.283 
0.065 
-0.804 
-0.239 
0.283 
0.283 
0.500 
0.543 
-0.587 
-0.152 
0.717 
0.500 
0.935 
0.413 
-0.957 
0.500 
-0.152 
1.587 
-2.565 
-2.935 
Scores 
Total 
No. of 
Beds 
-0.117 
-0.675 
-0.425 
-0.329 
-0.200 
-0.892 
1.542 
-0.675 
-0.625 
-0.742 
-0.221 
2.463 
-0.654 
1.750 
2.263 
-0.625 
-0.404 
-0.967 
-0.404 
0.192 
-0.200 
-0.192 
0.638 
-0.496 
1.113 
-1.117 
Number 
of 
Doctors 
0.306 
-0.689 
-0.107 
0.301 
0.150 
-1.650 
0.922 
0.534 
-0.922 
0.243 
1.019 
1.311 
-0.675 
1.505 
1.359 
-0.184 
-0.752 
-1.019 
-1.456 
0.558 
-0.097 
0.485 
1.602 
-0.291 
-0.194 
-2.282 
Number 
of Para-
medical 
Staff 
-1.008 
-1.234 
-0.804 
-1.282 
0.207 
-1.498 
0.173 
0.262 
-1.153 
-1.160 
0.316 
0.556 
1.451 
1.232 
0.610 
0.662 
0.569 
0.289 
-1.206 
0.494 
0.234 
-1.051 
2.572 
0.522 
0.344 
-0.094 
Composite 
z-score 
0.142 
-0.490 
-0.166 
-0.390 
0.251 
-0.425 
0.219 
0.134 
-0.926 
-0.475 
0.239 
0.501 
-0.137 
0.735 
0.631 
-0.355 
0.103 
-0.288 
-0.399 
0.212 
-0.006 
-0.198 
1.023 
0.114 
0.513 
-0.659 
Source; Calculated by the Researcher based on www.upgovt.nic.in 
It show that out of 26 districts 7 districts are in high 
category 10 districts in medium and 9 districts in low category of 
distribution of allopathic health care centres. High category of 
allopathic health care are Rampur ( + 0.251), Bulanshahar ( + 
0.239), Aligarh (+ 0.501), Mathura (+ 0.735), Agra ( +0.631), 
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There are ten districts having moderate facility of allopathic 
health care these are Saharanpur (+0.142), Bijnor (- 0.166), 
Merrut ( + 0.219), Baghpat ( +0.134), Hathras (- 0.137), Etah 
(+0.103), Barelly ( +0.212), Pilibhit ( - 0.006), Shahjahanpur (-
0.198), Kannauj ( +0.114) all these districts have low allopathic 
health care facility in relation to their size of population. Nine 
districts out of twenty six namely Muzaffarnagar (- 0.490), 
Muradabad (- 0.390), JPN (- 0.425), Ghaziabad ( - 0.926), GEN 
(- 0.475), Firozabad (- 0.355), Mainpuri ( - 0.288), Badaun ( -
0.399) and Auraiya (- 0.659) are found in low category of 
allopathic health care facility mainly due to small number of 
these facilities in relation to their size of population. These 
districts do not possess adequate number of allopathic hospitals 
and dispensaries., the community and primary health centers. 
The inadequacy of PHCs and CHCs also have adverse impact on 
the poor population on which they are mainly dependent. These 
districts also have inadequate number of doctors and beds and 
also the paramedical staff. 
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Spatial distribution Pattern of Ayurvedic health care 
facilities in western Uttar Pradesh 
Ayurvedic health care has been measured in terms of three 
indicators which are interrelated. These indicators include 
hospitals and dispensaries, number of beds and number of 
doctors. The inter districts z- scores are arranged into three 
groups High ( +0.5 and above), Medium ( +0.5 to 0.496) and 
Low ( - 0.496 and below). It shows that out of twenty six 
districts, five districts are in high category, ten districts are in 
medium and eleven districts in low category of ayurvedic healt 
care facilities. In high category districts are Mathura ( + 0.572), 
Barelly (+ 0.902), Pilibhit ( + 2.442), Shahjahanpur (+ 2.048) and 
Etawah (+ 1.336). These districts have high ratio of Ayurvedic 
health care in relation to the size of population of these districts. 
Most of these districts have large number of hospitals and 
dispensaries which helps the people to get easily the health care. 
These districts also have high number of beds and doctors that 
also helps the population in accessing proper health care. 
Table-3: District 
Districts 
Saharanpur 
Muzaffamagar 
Bijnor 
wise Distribution of Ayurvedic Health Care facilities in 
Western Uttar Pradesh (2001) 
Z - Scores 
Hospitals and 
Dispensaries 
-0.904 
-0.288 
-1.423 
Number of beds 
-0.699 
0.402 
-1.072 
Number of 
Doctors 
-0.674 
1.186 
-0.93 
Composite 
z-score 
-0.759 
0.433 
-1.142 
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Muradabad 
Rampur 
Jutiba Phule Nagar 
Meerut 
Bhagpat 
Ghaziabad 
Gautam Buddha Nagar 
Bulandshahar 
Aligarh 
Hathras 
Mathura 
Agra 
Firozabad 
Etah 
Mainpuri 
Badaun 
Barelly 
Pilibhit 
Shahjahanpur 
Farrukhabad 
Kannauj 
Etawah 
Auraiya 
-0.923 
-0.731 
-1 
-1.058 
-0.865 
-0.327 
0.058 
0.673 
-0.615 
0.712 
0.942 
-0.692 
-0.615 
-0.519 
0.75 
-0.346 
1.212 
2.538 
1.827 
-0.192 
0.038 
1.269 
0.577 
-0.574 
-0.193 
-1.008 
-1.02 
-0.671 
-0.249 
-0.241 
0.631 
-0.293 
0.972 
0.494 
-0.594 
-0.851 
-1.08 
0.494 
-0.378 
0.751 
1.229 
3.365 
0.024 
-0.675 
1.414 
-0.177 
-0.93 
-0.628 
-1.023 
-0.791 
-0.558 
0.302 
0.744 
0.186 
-0.721 
-0.233 
0.279 
-0.558 
-0.047 
-0.628 
0.209 
-0.442 
0.744 
3.558 
0.953 
-0.628 
-0.465 
1.326 
-0.186 
-0.809 
-0.517 
-1.010 
-0.956 
-0.698 
-0.091 
0.187 
0.497 
-0.543 
0.484 
0.572 
-0.615 
-0.504 
-0.742 
0.484 
-0.389 
0.902 
2.442 
2.048 
-0.265 
-0.367 
1.336 
0.071 
Source: Calculated by the Researcher based on www.upgovt.nic.in 
There are ten districts having moderated Ayurvedic health 
care facility these are Muzaffarnagar (+ 0.433), Ghaziabad ( -
0.091), Gautam Buddha Nagar ( +0.187), Bulandshahar (+ 
0.497), Hathras (+0.484), Mainpuri (+ 0.484) Badaun ( - 0.389), 
Farrukhabad (- 0.265), Kannauj ( -0.367) and Auriya ( + 
0.071). Eleventh districts out of 26 have low Ayurvedic health 
care facility these are Saharanpur (- 0.759), Bijnor (- 1.142), 
Muradabad (- 0.809), Rampur (-0.517), Jut iba phule Nagar (-
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1.010), Meerut (- 0.956), Baghpat ( - 0.698), Aligarh (- 0.543), 
Agra (- 0.615), FIrozabad (- 0.504), Etah (- 0.742). All these 
districts have low Ayurvedic health facility because they have 
small number of Ayurvedic hospitals and dispensaries and 
inspite of hospitals and dispensaries they also have small 
number of beds and doctors with respect to the population of 
these districts. 
Spatial Pattern of Ayurvedic Health Care 
Facilities in Western Uttar Pradesh 
(2001) 
Fig: 4 
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spatial Pattern of Homeopathic Health care facilities in 
Western Uttar Pradesh 
Beside Allopathy and Ayurveda, the Homeopathy is another 
major systems of health care in Western Uttar Pradesh the 
interdistrict z-score are arranged in three categories. High (+ 
0.245 and Above) Medium ( +0.245 to - 0.241) and low (-
0.241 and below). The category of high homeopathic health care 
facility comprises Mathura (+ 0.975), Etah (+1.440), Mainpuri 
(+0.909), Pilibhit (+ 1.027), Farrukhabad (+1.717) and Etawah 
(+1.179). 
Table - 4 : District wise Distribution of Homeopathic Health Care facilities in 
Western Uttar Pradesh (2001) 
Districts 
Saharanpur 
Muzaffamagar 
Bijnor 
Muradabad 
Rampur 
Jutiba Phule Nagar 
Meerut 
Bhagpat 
Ghaziabad 
Gautam Buddha Nagar 
Bulandshahar 
Aligarh 
Hathras 
Mathura 
Agra 
Firozabad 
Etah 
Mainpuri 
Badaun 
Barelly 
Pilibhit 
Shahjahanpur 
Farrukhabad 
Kannauj 
Etawah 
Auraiya 
Source: Calculated 
Hospitals and 
Dispensaries 
-1.478 
-0.522 
-0.826 
-0.087 
-0.13 
-0.609 
-1.043 
-0.87 
0.261 
0.174 
0.174 
-0.609 
0.217 
0.348 
-1.391 
-1.087 
0.261 
1.696 
-0.652 
0.652 
1.87 
-0.304 
2.348 
0.13 
1.87 
-0.174 
by the Resea 
Z - Scores 
Number of 
beds 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0:333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
2.667 
-0.333 
-0.333 
4.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
-0.333 
LTcher basec 
Number of 
Doctors 
-1.136 
-0.409 
-0.455 
0.091 
0.273 
-0.545 
-0.682 
-0.5 
0.136 
0.182 
0.273 
-0.545 
-0.364 
-0.091 
-0.318 
-0.727 
-0.273 
1.364 
-0.591 
-0.182 
1.545 
0.273 
3.136 
0.227 
2 
-1.318 
on www.up 
Composite 
z-score 
-0.982 
-0.421 
-0.538 
-0.110 
-0.063 
-0.496 
-0.686 
-0.568 
0.021 
0.008 
0.038 
-0.496 
-0.160 
0.975 
-1.014 
-0.716 
1.440 
0.909 
-0.525 
0.046 
1.027 
-0.121 
1.717 
0.008 
1.179 
-0.608 
igovt.nic.in 
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Spatial Pattern of Homeopathic Health Care 
Facilities in Western Uttar Pradesh 
(2001) 
Fig: 5 
In these districts the higher score value is mainly due to 
high ratio of homeopathic health care facility with respect to 
their size of population. Which facilitates their population in 
seeking homeopathic Medicare facility but one thing can be 
easily noticed that only three districts have very small number of 
beds in homeopathic health care, whereas rest of the districts do 
not have bed in their hospitals. 
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Spatial Pattern of Unani Health Care facilities in Western 
Uttar Pradesh 
Unani health care has been measured in terms of three 
indicators. These indicators include hospitals and dispensaries, 
Number of beds and number of doctors. The spatial distribution 
of unani health facility of Western Uttar Pradesh has been 
divided into three categories of z-scores. High (+0.501 and above) 
medium (+0.501 to - 0.495) and low (-0.495 and below). The 
composite z-scores highlight the high facility of Unani health 
care in Bijnor ( +1.393), Rampur (+1.335), Aligarh (+2.774), 
Barelly (+0.661) the high score in these districts is mainly due to 
the high ratio of unani health care with respect to their size of 
population. 
All these districts have higher number of unani hospitals 
and dispensaries beds and the doctors in which the Aligarh 
district have the highest unani health facility followed by 
Rampur Bijnor and Barelly. 
Table-5: District wise Distribution of Unani Health Care facilities in Western 
Uttar Pradesh (2001) 
Districts 
Saharanpur 
Muzaffaraagar 
Bijnor 
Muradabad 
Rampur 
Jutiba Phule Nagar 
Meerut 
Bhagpat 
Z - Scores 
Hospitals and 
Dispensaries 
0.889 
- l .U l 
1.778 
-0.222 
2.111 
-0.669 
0.111 
-0.444 
Number of 
beds 
-0.086 
-0.593 
0.938 
-0.21 
0.432 
-0.272 
-0.099 
0.173 
Number of 
Doctors 
0.077 
-0.769 
1.462 
-0.385 
1.462 
-0.462 
0.846 
-0.308 
Composite 
z-score 
0.293 
-0.824 
1.393 
-0.272 
1.335 
-0.467 
0.286 
-0.308 
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Ghaziabad 
Gautam Buddha Nagar 
Bulandshahar 
Aligarh 
Hathras 
Mathura 
Agra 
Firozabad 
Etah 
Mainpuri 
Badaun 
Barelly 
Pilibhit 
Shahjahanpur 
Farrukhabad 
Katmauj 
Etawah 
Auraiya 
-1 
-1.333 
0.111 
0.111 
-0.556 
-0.333 
-1.111 
-0.333 
-0.556 
-1.333 
1.111 
1.333 
0 
1.222 
0.778 
1 
-1.333 
0.444 
-0.444 
-0.593 
0.074 
4.519 
-0.235 
-0.593 
-0.086 
-0.593 
-0.42 
-0.593 
-0.42 
0.728 
-0.296 
-0.012 
-0.284 
0.111 
-0.593 
-0.185 
-0.692 
-0.923 
-0.462 
3.692 
-0.385 
0.538 
-0.923 
-0.231 
-0.385 
-0.923 
0.308 
-0.077 
0 
0.231 
0 
-0.385 
-0.923 
-0.308 
-0.712 
-0.950 
-0.092 
2.774 
-0.392 
-0.129 
-0.707 
-0.386 
-0.454 
-0.950 
0.333 
0.661 
0.099 
0.480 
0.165 
0.242 
-0.950 
-0.016 
Source: Calculated by the Researcher based on www.upgovt.nic.in 
There are sixteen districts having moderate facility of unani 
health care are Saharanpur (+0.293), Muradabad (- 0.272), 
Jut iba Phulen Nagar (-0.467), Merrut (+0.286), Baghpat (-0.308), 
Bulandshahar (- 0.092), Hathras (-0.392), Mathura (-0.129), 
Firozabad (-0.386), Etah (-0.454), Badaun (+0.333), Pilibhit 
(+0.099), Shahjahanpur (+0.480), Farrukhabad (+0.165), 
Kannauj (+0.242), Auraiya (-0.016). It shows that a more than 
half of the districts of Western Uttar Pradesh lie in the medium 
category. 
There are six districts found in low category of unani 
health care, these districts are Mazaffarnagar (-0.824), 
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Ghaziabad (-0.712), Gautam Buddha Nagar (-0.950), Agra (-
0.707), Mainpuri (-0.950) and Etawah (-0.950). These 
districts have low concentration of Unani health facility. 
Spatial Pattern of Unani Health Care 
Facilities in Western Uttar Pradesh 
^ (2001) 
A ? 
Fig:6 
Spatial Pattern of family and Mother infant centres and sub 
centres 
The spatial distribution of family and mother infant centres 
and sub centres has been calculated in terms of three indicators. 
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These indicators include community health centres, mother and 
infant welfare centers and mother and infant welfare subcentres. 
The distribution of family and mother infant centres and 
sub centres per lakh female population of each district of 
Western Uttar Pradesh has been calculated in terms of ratios 
and z-scores and to assess the overall availability the composite 
mean z-score has been calculated. 
The spatial distribution of family and mother infant centres 
and sub centres has been divided into three categories high 
(+0.357 and above), medium (+0.357 to - 0.359) and low (-0.359 
and below). 
The composite z-score highlights the high facility in 
Saharanpur (+0.815), Rampur (+0.382), Baghpat (+1.493), 
Bulandshahar (+0.867)), Mainpuri (+0.379), Badaun (+0.524), 
Etawah (+0.680) and Auraiya (+1.558). All these districts have 
high facility of family and mother infant centres, community 
health centres and Sub centres which helps their female 
population in getting facilities of institution deliveries, transport 
facility and all other reproductive and general health problems of 
females and children. It has positive impact on the poor 
population which are in great need due to lack of money. 
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Table-6: District wise Distribution of family and Mother Infant centres and sub 
centres in Western Uttar Pradesh (2001) 
Districts 
Saharanpur 
Muzaffamagar 
Bljnor 
Muradabad 
Rampur 
Jutiba Phule Nagar 
Meerut 
Bhagpat 
Ghaziabad 
Gautam Buddha Nagar 
Bulandshahar 
Aligarh 
Hathras 
Mathura 
Agra 
Firozabad 
Etah 
Mainpuri 
Badaun 
Barelly 
Pilibhit 
Shahjahanpur 
Farrukhabad 
Kannauj 
Etawah 
Auraiya 
Source: Calculated 
Z - Scores 
Community 
Health Centres 
1.913 
0.261 
0.739 
-0.348 
0.609 
1.130 
-1.000 
1.130 
-1.304 
-0.522 
0.609 
-1.304 
-1.304 
-1.304 
-0.261 
-1.304 
0.696 
0.435 
-0.087 
-0.043 
0.957 
0.174 
-1.304 
-1.304 
1.478 
1.087 
by the Resea 
Family and 
Mother infant 
Centres 
0.615 
-1.200 
0.700 
-0.031 
1,738 
-0.977 
1.015 
1.177 
-0.892 
-1.292 
1.423 
-0.792 
0.023 
-1.038 
-0.277 
-0.546 
-0.708 
-0.700 
1.823 
-0.431 
-1.046 
-0.331 
-0.038 
-0.177 
-0.231 
2.246 
ircher basec 
Family and 
mother infant 
Sub Centres 
-0.048 
-0.263 
-0.919 
-1.409 
-1.202 
-0.504 
-0.776 
2.171 
-1.930 
-1.073 
0.569 
-0.185 
0.804 
-0.462 
-1.042 
0.014 
0.569 
1.403 
-0.166 
-0.106 
0.356 
0.964 
0.255 
1.543 
0.793 
1.342 
on www.up 
Composite 
z-score 
0.815 
-0.401 
0.173 
-0.596 
0.382 
-0,117 
-0.254 
1.493 
-1.376 
-0.962 
0.867 
-0.971 
-0.159 
-0.935 
-0.527 
-0.612 
0.186 
0.379 
0.524 
-0.194 
0.089 
0.269 
-0.363 
0.021 
0.680 
1.558 
govt.nic.in 
There are nine districts having moderate facility these are 
Bijnor (+0.173), JPN (-0.117), Merrut (-0.254), Hathras (-0.159), 
Etah (+0.186), Barelly (-0.194), Pilibhit (+0.089), Shahjahanpur 
(+0.269), Kannauj (+0.021). All these districts have medium 
number of family and mother infant centres and sub centres in 
relation to their size of population. 
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Spatial Pattern of Family and Mother 
Infant Centres in Western Uttar Pradesh 
(2001) 
Fig: 7 
There are nine districts which lie in low category of facility. 
These are Muzaffarnagar (-0.401), Muradabad (-0.596), 
Ghaziabad (-1.376), GBN (-0.962), Aligarh (-0.971), Mathura (-
0.935), Agra (-0.527), Firozabad (-0.612) and Farrukhabad (-
0.363). All these districts have very small number of family and 
mother infant centres and sub centres. Which is adversely 
affecting the women's health in general and the health of poor 
women and children in particular. 
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1 
ConcCusion 
CONCLUSION 
The present study reveals some notable characteristics on 
the basis of which certain findings can be drawn. The Allopathic 
health care facilities varies from +1.02 to -0.92, it tends increase 
from north to south in the region. These variations are caused by 
educational facilities, urbanization and health care 
infrastructure. In case of Ayurvedic health care facilities the 
range of variations are +0.442 to -1.142, these variations are 
relatively higher in Western districts of the region and relatively 
low in the extreme eastern districts. The main cause is poor 
quality of health care infrastructure and medical posts. The 
regional distribution of Homeopathic health care is characterized 
by gradual decrease from eastern districts to the Western 
districts of the region. The extremely east lying districts have 
relatively high number of homeopathic health care facilities. 
Whereas the Unani health care shows few districts of high 
facility due to the presence of educational institution of unani 
medicine. Some northern and southern districts of the region 
have low unani health care facility. The spatial pattern of family 
£ind mother infant centres shows a gradual increase of facility 
from west to east in the region. The regional distribution of 
problems of health is quite notable. As Western region of Uttar 
Pradesh is highly urbanized region and this urbanization and 
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industrialization is leading alternations in life style which is 
causing diseases like diabetes, cancer, cardiovascular disorders 
obesity etc. so far as reproductive health problem is concerned it 
is the Western region of Uttar Pradesh which has highest births 
without antenatal checkups, and tetanus immunization and also 
the highest proportion of women reporting any reproductive 
health problem. It is mainly due to low economic status of 
households and low level of female education. In the light of 
these discussions the efforts should be made for development of 
less developed districts and improvement in the level of health 
care facilities of the districts to minimize regional imbalances. 
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